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FOREWORD 


This report is far more than Health Education. Itis a unique experience 
of several highly qualified city trained researchers who have lived for six years in a 
village of Maharashtra and have become as near a part of the village and its life as 
is possible. This has enabled them to get the implicit trust and respect of the villagers 
as a result of their deep sensitivity, humility and prolonged intimate contact. As 
researchers, rather than mere activists, they have recorded and analysed their 
experiences in many areas even other than the field of health education. 
Covering the entire gamut of life in the village this report reads like a fascinating 
novel with health education woven into the village web. This is as it should be; for 
no activity in such closely knit communities can be studied in isolation, except by the 


‘scientific researcher’ who is interested only in her or his narrow field. 


It is hoped that this report will be read not only by health professionals 
but also by social scientists, developmental economists and politicians because of 
the rich experiences of this team which provides a unique insight into the functioning 
of the Indian village which is a microcosm of Bharat. It also depicts the wide gulf 
between India and Bharat who live cheek by jowl as two very different entities in a 


single country. 


This study also brings out the futility of devising programmes from Delhi or 
the State capitals for solving the problems of the 70% who live in the 600,000 villages 
of our country. This applies to every field of the people's activity and certainly in that 


of health. 


Two years of health education were not expected to bring about any 
‘dramatic results. The importance of this project lies in initiating and studying the 


change process through intense interaction with the people. 


The report could just as well have been titled as a study in Community 
Participation - an oft repeated but ill understood term used in most programmes for 
national development. This study examines and illustrates this complex process at 
the very grassroots. FRCH thanks ICMR for its foresight in supporting such an 


unconventional study. 


MF: 


N. H. Antia, FRCS, FACS(Hon.), 


Director. 
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INTRODUCTION 


The famous Alma-Ata Declaration on Primary Health Care recognised that the role 
of information and education is not restricted to merely bringing about. ‘desirable’ 
changes in people's health behaviour. It is now accepted that health education has 
a wider function of working with the people, so that they can effectively take charge 
of their own health concerns and be able to demand decent health services from the 
state, irrespective of people’s Capacity to pay. 


Yet, most health education efforts are largely restricted to top down instructional 
endeavours with a few audio-visual shows aimed at achieving people’s acceptance 
of the programme, so that the planners of the programme are able to achieve their 
targets. As a consequence of this narrow approach, people have often been made 
targets of health messages chiefly related to family planning, and now to AIDS; 
the programmes being largely decided through availabilty of aid from the bilateral 
foreign funding agencies. ; 


Health behaviour of a community is shaped by a large number of interlinked 
determinants. Physical realities of life, socio-economic conditions and totality of 
knowledge and experiences of many generations, i.e. ‘health culture’, are important 
factors which. influence health behaviour of the people. Therefore, it is not rational 
to expect that mere communication of ‘proper health information’ & howsoever 
scientific it might be) to the people will. change - their behaviour. Availability (or lack 
of it) of resources is also a major impediment to. realisation of good health, in 
spite of good health education services. 


Health education, like any other endeavour, has to be a two-way communication 
process. There is no ground to be arrogant about our ‘scientific’ information: and 
to have disrespect for the experiential knowledge base of the people. It would do us 
some good to remember that the people we are planning to ‘teach’ have survived, 
with considerable skill, through untold adverse conditions. 


lf ‘Health for All’ has to become a holistic concept, then health education should 
not only develop conciousness about health care activities, but should also aim at 
creating critical conciousness among the people for improvement in all aspects of 
life. The role of health education, therefore, is to initiate a positive process of 
change towards betterment in health of all the people, especially of those who are 
today, deprived and vulnerable. | 


An action research study was undertaken by the FRCH to study and understand this 
process, with the objective of strengthening health education services. The 
emphasis was to be on getting people to demand services from the public health 
system by putting collective pressure on the functionaries. The study was carried 
out in three PHC areas covering 47 villages (about 90,000 populatign) of Baramati 
and Purandar ta/ukas of Pune district in Maharashtra. 

(v) 


cr 


In Area |, under Supa PHC in Baramati taluka, the project activities were ial 
out through the existing government health functionaries. This would help to te % 
the replicablity of our work and methodology. In Area Il, under Malshiras P 
Purandar taluka, we worked through intensive interaction with the local people. The 
Parinche PHC area, also in Purandar taluka, was studied only as a control area. AS 
the Malshiras area was to be the field of intense interaction with the people, the 
research team stayed in Malshiras village for the five years of the project. 


For many reasons we did not have a doctor on our team. Togeta doctor to do health 
education without providing services in a region that is so starved of medical facilities 
would have been insensitive to people’s reality. Secondly, our intention of increasing 
people’s demands on the public health services would have failed, as our doctor- 
oriented project would have to, in all ethical consideration, provide medical 
intervention in the face of emergencies, or of demands from the people. Thirdly, 
health education would have got identified with the doctor, and people would have 
found it hard to believe that non-medicos could impart such knowledge effectively 
and in a demystified manner. The role of local educators would have been 
sidelined, and the myth that ‘health = doctor’ would have got further strengthened. 


This report has tried to document the work that dozens of people did over the five 
years of project activity. It has not been an easy task to condense ail the 
experiences, data, and observations within these pages. Voluminous first drafts were 
submitted by the research team, from which the two of us have written the final 
chapters. A huge amount of information has not been included here. We hope 
that all the individual researchers will publish the relevant data subsequently, so that 
the latter are not lost. 


_ In spite of the tremendous effort that.so many colleagues put in to work on and write. 
about the five year project, if there are any shortcomings in the presentation of this 
report, we have no one to blame, except ourselves. 


October, 1993. Ramesh Awasthi. 
Pune. Manisha Gupte. 
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CHAPTER 1 
RESEARCH OBJECTIVES 


ete Demonstrating through health education that there is a significant impact 
on: 


(a) people’s health related knowledge, attitudes and practices. 
(b) the coverage of national health programmes. 

(c) the utilisation of health services. 
( 


d) the level of individual and community participation in health care activities 
including self-management of ailments to the extent possible. 


pa Evolving asystem of implementing the health education programme through 
the existing government health infrastructure which would involve : 


(a) assessing training and orientation requirements of the existing health 
functionaries. 


(b) evolving a mechanism of coordination among various health functionaries 
for carrying out health education activities. 


(c) devising asystem of monitoring and of evaluating health education activities. 


(d) evolving a system of inter-sectoral cooperation in non-medical areas of 
health education. 


3. Evaluation and development of material / media for health education - 


(a) evaluation of available health education material with reference to content, 
cultural compatibility and usability. 


(b) preparation of suitable packages of material on various health and other 
related topics to initiate and support discussion. 


(c) production of new media and materials for health education as and when 
required. 


Kk, KR 
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CHAPTER 2 
REVIEW OF LITERATURE 


A. HEALTH EDUCATION 


Health Education is a universally accepted component of all health programmes. It 
aims to provide health information in easily understandable forms in order to 
motivate the development of peoples’ attitudes for healthy living. Various 
government and non-governmental agencies have made major efforts to design 
appropriate communication strategies as well as Information, | Education, 
Communication (IEC) packages. This review looks at nine studies, mostly 
evaluations, which provide information on health education programmes. 


Three studies under review look at the health and nutrition education activities 
undertaken in the government health and social services sector. The evaluation of 
ICDS programmes indicate that health education is an important activity of the 
ICDS worker. Health education is reported to have taken place by _ verbal 
communication during home visits or in mothers’ meetings whereas the use of 
posters, films or growth charts is found to be very rare (Sarma K.V.R. 1990). 
Though health education activities are supposed to be carried out by all 
government health functionaries as _ part of their daily duties, no review regarding 
this was found. Studies evaluating the effectiveness of such routine health 
education, with recommendations to improve the monitoring and evaluation of the 
Same would be worthwhile, since the government sector has the largest potential 
of outreach to all the parts of the country. 


A mid-term assessment of the special IEC training programme in Uttar Pradesh 
(Trakoo P.L., 1992) provides interesting information on the effectiveness of link 
persons, training methods and materials and their use, visit schedules and 
supportive supervision, outreach services, monitoring and evaluation, and the use 
of video in health education. A collaborative (before and after) study on the 
methods of nutrition education evaluates the use of various media - charts, posters, 
Slide shows, films, TV, radio, folk arts, wall writings and hoardings - by different 
agents such as CHGs, dais, teachers, students and youths. The study finds that 
TV is regarded only as an entertainment media by the rural population, while 


Students are considered to be effective agents in carrying health information from 
school to home (Rao P. et al., 1986). : 


A study on health education in schools shows that Students in Stds. V and VI are 
receptive to the new knowledge on health that they received. When evaluated 
on their information, perspective and application, these students revealed a 74% 
success rate. 43% of the rural students excelled in their application of health 
education messages. The Study makes a strong case for the integration of health 
education into the regular curriculum of schools (Deshpande M. et al., 1993). 

2 Strengthening Health Education Services 


In the NGO sector, there is not a_ single comprehensive review of health 
education activities. A few evaluation studies specifically dealing with health 
education activities of certain NGOs such as PEDO in Rajasthan (Sehgal P.N., 
1990) and PVOH in West Bengal (CINI, 1989) are, however, available. A study 
of innovative strategies in continuing education for health functionaries including 
the aspect of health education is available for 19 voluntary organisations (Gupta 
J.P. et.al,, 1991), 


A number of evaluation studies have shown the rise in public awareness about 
various health programmes as a -result of sustained and concerted inputs, through 
different media, by non-government agencies. However, the change in practice as 
a result of this increased awareness is observed only amongst a few. For 
instance, the PVOH (West Bengal) study found that nutrition education hardly had 
any beneficial impact on nutritional status of children below six years. The study 
concluded that in spite of the availability of good services (76 % of surveyed children 
received services), the morbidity load remained high due to poverty (CINI, 1989). 
In spite of these limitations thrown in by the socio-economic factors, there is still 
_ Scope for innovative approaches to health education. 


The study of health education in rural Maharashtra reveals that due to an over- 
emphasis on family planning activities, health personnel are unmotivated to 
conduct health education. Health education is nota priority issue for people, 
although they are receptive to new ideas. Informed discussion, oral and audio- 
visual means of communication have been found to be more effective than other 
methods like posters. Health education did lead to a demand for health services, 
as was evident from our own study in Purandar taluka (1988-92). 


Narayana and Pandey (1987) have tried to identify informal communication 
networks in two villages and studied the role of those cliques in family planning 
acceptances by the people. They have, however, used structured questionnaires 
to identify such networks whereas participatory methods may have been much 
more effective and efficient for this purpose. Participatory methods can also be 
very useful in evaluating health education programmes. KAP studies too have been 
able to demonstrate the limited impact of health education inputs on people’s 
knowledge of health issues. The evaluation of health education programmes, thus, 
offers scope for more research and innovation. 


B. COMMUNITY PARTICIPATION 
Community participation is an illusive though cherished goal of all community 


based health programmes, both in the government and non-government sectors. 
In most cases a minimum meaning of participation is set as acceptance of the 


Section One : Objectives and Methodology . 3 


government or NGO programme by beneficiaries as demonstrated in their utilization 


of services. 


A close relation has been found between knowledge and utilisation of health 
services ina district-level study (Udupa K. N. et al, 1988) . The study recommends 
IEC to be of utmost importance in overcoming the ‘distance decay phenomenon 
operating in the field with respect to knowledge and utilization of all health services. 


Other factors likely to affect access to health services include social inequality and 
different cultural perception of the people about various health problems. BOWeyet 
a study in Chengalpatiu district of Tamil Nadu found that the health seeking 
behaviour of rural scheduled caste population was not affected by social 
inequalities (Sundari T.K., 1989). 


KAP/KABP. studies among the beneficiary population with respect to various 
communicable diseases and other health problems have been extensively used, — 
both to collect baseline information for planning intervention strategies, as well as 
for evaluating the effectiveness of programme interventions. There are a large 
number of such studies.related to communicable diseases, including diarrhoeal 
diseases (Vijayaraghavan K. et al., 1985; Vishwanathan H. et al., 1990), acute 
respiratory infections (CARE, 1992a & 1992b), leprosy (QQR, undated), 
immunisation (ICNR, 1990; Sawhney N. et al., 1989), tuberculosis (CINI, 1990), 
malaria (Sharma R. C. et al., 1991) and AIDS (Sehgal P. N. et al., 1992). 


Similar KAP studies on illegal abortions (ICMR 1989), MCH and nutrition (CINI, 
1992: Rao P.N. etal., 1988) are also to be found. In addition, nutritional awareness 
has been studied as part of numerous evaluations of ICDS programmes (NIPCCID, 
1992: Sarma K. V. R. et al., 1990; Chatterjee M, 1992). 


KAP /KABP studies based on structured questionnaires alone are known to yield 
deficient data on peoples’ beliefs, perceptions and practices. Individual interviews 
have, therefore, been generally accompanied by focus group discussions, 
personal observations by the investigators and deep, informal, and detailed 
interviews based on guidelines provided. Open ended interviews and focus group 
discussions have been found to enhance the quality of data by generating 
information on the perceptions, beliefs and attitudes of the community. 


Although most of the studies indicate inadequate knowledge and poor community 
Participation, none of them have clearly analysed the success or failures of efforts 
to increase community participation by any agency. Various tenets of community 
participation have also not been spelt out in these studies. However, Meera 
Chatterjee's recommendation for improving ICDS delivery by involving the 
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community in the selection of workers, location of Anganwadi and in managing 
the ICDS project may be valid for other health programmes as well. On the whole, 
further action research needs to be encouraged and promoted. 
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CHAPTER 3 
RESEARCH METHODOLOGY 


A) AREA SELECTION 


Since the Foundation for Research in Community Health has its headquarters in 
Bombay, it was decided in 1987, to implement the health education project in the 
rural areas of neighbouring Pune district for convenience of coordination. We also 
had good contacts with other voluntary agencies, as well as with the Zilla Parishad 
authorities in Pune. The search for an economically poor region narrowed our 
choice down to four talukas. From amongst these, the tribal areas were not selected 
because tribal societies have very typical social structure and culture and therefore 
the experiences of tribal societies cannot be applicable to the caste societies 
of the larger part of India. Moreover, we wanted to study caste differentials in 
health status and in acceptance of health education messages. 


Purandar ta/uka thus seemed the area of choice for numerous reasons. Firstly, the 
taluka is only approximately 60 kms. away from Pune city, yet it reveals problem of 
access, being situated in a difficult terrain on a plateau 3000 feet above sea level 
(800 feet above Pune). Secondly, it is perpetually drought-prone, being in the 
rain shadow ever since the massive drought of 1972. Thirdly, it presents a typical 
caste society with the balutedari (jajmani) system of artisans still functional in the 
region. This would provide an excellent opportunity to study interaction between 
the farmers and the artisans in an unequal system of barter-trade. 


Within Purandar taluka, we searched for an “average performance” PHC, so 
as to make the project methodology more representative. Malshiras PHC was thus 
suggested to us by the local health bureaucracy. Accordingly, the Malshiras PHC 
area, covering 18 villages and a population of 30,000 was selected as Area ll - 
where health education would be imparted through locally trained health educators. 
Since this was the most important intervention of the project, the researchers 
decided to stay in Malshiras village. 7 


The second intervention of the project was imparting health education to people by 
training and motivating government health workers. In the neighbouring Baramati 
taluka (of Pune district), the Supa PHC area was_ selected, because 
geographically and socio-economically it was very similar to the Malshiras PHC 
region. Later on in the project, researchers involved in liaisoning and interacting 
with government health functionaries stayed in Supa village. The 10 villages in the 
jurisdiction of Supa PHC covering 30,000 people were studied. 


A “control” area had also to be selected, where neither of the above interventions 
would take place. Parinche PHC area - again in the drought prone Purandar taluka 
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was taken up for this purpose. Since this area did not require intensive interaction 
on our behalf, only locally trained research investigators stayed here. Parinche 
PHC covers 18 villages, with a population of 30,000. (please see project area map). 


B) AREA DESCRIPTION 


1. THE REGION 


As mentioned earlier, the entire region selected for the health education project 
is drought prone, economically poor and neglected. Villages range from being semi- 
accessible to poorly accessible. The terrain is undulating, with numerous hillocks. 
Many villages are also landlocked; either because of surrounding hills or because 
they are situated at far ends of the plateau with no direct road links down the 
mountain. 


Tar roads were built to some villages during the period of our five year project ; 
yet a substantial proportion of villages still do not have “pucca” roads. Invariably, 
the roads that lead to various hamlets of the main village range from being mud- 
roads to being precarious foot-paths. 


Barring a few exceptions, most villages consist of the “gaothan”, or main village 
and numerous “wadis”, “vastis” or hamlets. Often, more than half the population 
resides in the various wadis. |n fact some wadis in the Supa region are so_ big 
(3,000 persons in a wadi, for example) that they have their own panchayat. Some 
villages have numerous wadis. Malshiras has 12 and another village in the same 
area, Pargaon, has as many as 20 wadis. Naturally, this worsens the problem 
of access and of communication within the village - more so with the rest of the 


world. 


Typically, the main village has an entrance called the upper “vesh”, usually facing 
eastwards and an exit called the lower “vesh”; within this area are located the 
important village structures such as the gram-panchayat, the talathi’s (revenue 
Official) office, the school, temples of greater status, grocery shops, the flour mill 
and soon. Ifa bus plies to the village, it often touches the main village, but not 
every wadi. 


Average annual rainfall in the ta/uka is in the range of 30 to 45 centimeters, with 
the eastern region where Malshiras area is located getting only 20 to 30 cms of rain 
even in the ‘normal’ year. The main crops are jowar and bajra, which also form the 
staple food of the people. Other crops grown in the area are onion, ground-nut, 
marigold flowers, rose flowers, and fruits like custard apples, figs and 
pomegranates. Naturally, these can be grown only by farmers with irrigated land 
(wells being the source of irrigation). 


Section One : Objectives and Methodology 17 


Most of the wells and hand pumps(deep bore wells) go dry in the month of February 
or March itself, depending upon the rainfall during the previous season. Therefore, 
the entire region faces severe shortage of drinking water during summer. Men 
of a particular caste (Kolis) fetch water from far off wells (located in lower areas) in 
a ‘kavad' (two tins of 15 litres each on two ends of a bamboo stick) and three rupees 
are charged for each “kavad” (about 30 litres) of water. Acute shortage of water 
has its accompanying health problems; vague stomach aches and different types 
of diarrhoeas and dysenteries during summer and gastroenteritis with the onset of 
rains. 


2) THE PEOPLE 


Marathas (the farming middle caste) constitute between 70-80% of the entire 
population. They are socially, economically and politically the dominant caste, 
without a doubt. They, along with the Malis (the garden cultivators) share the major 
portion of the land, whereas the artisans provide services to the landed castes, 
receiving in return a share in the farm produce. Detailed population characteristics 
are provided in a later section. 


Rich Maratha farmers live on their own farms; in fact it is around the rich family 
(consisting of many closely related households) and their farmhands that the ‘wadi’ 
is formed. Not surprisingly, therefore, the wadi is often named after the dominant 
family. 


The artisans are twelve innumber - ranging from the privileged temple keepers 
(guravs), the goldsmiths (and even the brahmins who offer priestly services), to 
the blacksmiths, potters, barbers and the very unprivileged maang and matang 
communities. Muslims are also considered balutedars; they do the butchery as 
well as carry invitations of public and social ceremonies from door to door. Within 
the artisan castes, each provides implements and services free of cost of the 
other. To the farming castes, they provide the same for a predecided share of the 
farmer’s produce. The quantity of produce to be given by a farmer to each service 
providing artisan household depends on the farmer’s landholding size and the actual 
amount is decided upon in village meetings. Naturally, in this subsistence 
economy the barter is on the farmer's terms, but ba/utedar families get enough to 
survive on, provided that the crop yield has been good, that year. They also have 
access to the farmer’s lands for vegetables throughout the year, but they have no 
cash or surplus produce to sell in the market. 


Marriages are invariably exogamous, because much of the village is related to 
each other paternally. Women thus are always married into families outside the 
village; the bridegroom of choice being the father’s sister's son. 
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In spite of the fact that women work both inside and outside the house, the status 
of women is very low. Bigamy is very common. In one of our surveys we found 
socially sanctioned bigamy among the Hindu castes to be as high as in 10% of alll 
households. Desertion of married women is also widespread, so is the murder of 
daughters-in-law. 


Migration of men to cities in search of employment is common. Women work 
locally on farms or on Employment Guarantee Scheme sites. Sometimes they 
travel (on a tractor or on foot) for as far as twelve kilometers daily for casual labour. 


C) SELECTION OF INDICATORS FOR EVALUATION 


The topics dealt with in the health education programmes were decided after 
assessing the needs of the people. To study the impact of all our health education 
on people’s perception or practices would have been a daunting task for many 
reasons. Age old attitudes need a long period of repeated and intensive 
intervention before they change, for example - the practice of breast-feeding on the 
first day after delivery, rather than on the third day. Similarly it is difficult to explain 
to mothers-in-law that the papaya fruit does not cause miscarriages. Our intervention 
was only for two years, spread over 60,000 people! 


With the help of our research advisory committee, we selected certain indicators that 
would firstly be possible to quantify and secondly be possible to change with an 
intervention period of two years. We decided upon six such indicators, namely :- 


i) early detection and regular treatment of tuberculosis 
ii) acceptance of tetanus toxide immunisation during pregnancy 
ili) Completed immunisation of infants, and on time 
iv) prevention of deaths due to diarrhoea and due to respiratory infections 
v) increased utilisation of health services, especially public and, 
vi) introduction of supplementary feeds at an early age in infancy. 


Our research advisors also felt that we should document carefully some case 
studies of people and of events to document the “process of change” that we were 
trying to initiate. Accordingly, we collected qualitative data regarding TB, 
utilisation of health services and so on. Ante-natal care and self-identification of 
high risks in pregnancy was taken up as the extensive and intensive case study 


for evaluating the “process”. 
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D) SELECTION OF HEALTH EDUCATORS 


In Area Il (Malshiras PHC area), the strategy involved the imparting of health 
education through locally trained persons. These health educators were in turn 
expected to visit communities of their own (or neighbouring) villages every evening 
and to conduct health education sessions through non-threatening group 
discussions. They were expected to be sensitive to people’s needs and moods, too. 


The need to select bright and motivated health educators was thus crucial to the 
survival and success of the project. It was therefore decided to hold large training 
camps and thento select probable candidates from amongst those who attended 
the camp with regularity. Accordingly, we held our first training camp for youth at 
the end of 1988. 


Invitations to attend the fifteen days camp were sent out to village leaders of all the 
18 villages of Malshiras PHC area. Since caste and class dynamics exist, and 
since it was quite possible that the invitations would be selectively handed out to 
favourite family members, we approached school teachers, youth mandals, 
government health functionaries - in fact anyone and everyone we met during those 
days. The response was positive. More than 50 young people attended for 
all the 15 days. 


The daily routine of the camp involved a “outsider”, usually a doctor or health 
bureaucrat speaking to the youth on a specialised topic, followed by a long 
question-answer session. After lunch, when the guest speaker had left, we met 
again and discussed the socio-economic aspects of the disease(s) dealt with during 
the morning sessions. Here we also tried to demystify unnecessary medical jargon 
and to get the group to role play the theme. Observation of the group over the 
long period provided an excellent opportunity to identify potential educators. Since 
we had put up a big shamiana and also a sound system for the morning lecture, we 
would have a crowd (especially of village elders) sitting inthe village, listening avidly 
to what the doctors had to say. We would subsequently distribute copies of the 
Marathi translation of David Werner's “Where there is no doctor” to answer their 
numerous queries on illness and health. 7 


During the 15 days, we collected information regarding the socio-economic and 
caste status of our participants. Rich farmers would be a liability, because they 
would either be too busy on their farms or orchards or would affect the project 
adversely through their biases and superiority. On the other hand very poor 
participants were finding it difficult to regularly attend the camp because they 
were losing wages ! (we did compensate a few promising youth with what their daily 
earnings would otherwise have fetched them). Women wouid not be allowed to 
travel far at night, either alone, or with another male educator! 
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Despite these constraints, we were able to identify 13 educators (9 men and 4 
women) who needed the part-time evening job and who were also intelligent and 
sensitive. Educators were mainly selected from artisan castes, again to avoid caste 
domination and also to instill confidence among poor balutedars by creating reverse 
role-models. 


E) METHODOLOGY OF IMPARTING HEALTH EDUCATION 


1. In Malshiras area 


The area, covering 18 villages, was divided into six sectors, and each sector was 
assigned to two educators who lived in that region. Sectors were formed on the - 
basis of geographical accessibility. Within each sector, the area was divided into 
units - these were the literal “units” that the health educator had to cover before 
embarking on a new curriculum. The main villages were also divided into such 
homogenous units (or neighbourhood groups) to facilitate people’s active 
participation in the meetings. Thus, lanes where the rich lived were never mixed 
with the scheduled castes or tribes, especially when the latter worked on the 
former's lands. In all, there were 165 such units spread over the 30,000 people 
in 18 villages! Every evening, except on Sundays, the health educator would travel 
to one or two of the units, and being aware of happenings in that area (such as 
deaths due to gastro-enteritis or liver cirrhosis, and of obstructed labour or of 
arrogance of health workers etc.), s/he would be more or less prepared to handle 
a group discussion on that issue and steer it towards a health education session. 
Sometimes, they would organise large meetings in the main village (where there 
is electricity) and would use audio-visual material, too. Often we would attend 
their meetings, to boost the morale of the educators and to lend them credibility; 
sometimes we would conduct sessions ourselves for our educators to observe and 
comment upon. 


Once every week the educators would gather at Malshiras for continuing education. 
They would search answers to people’s queries from books, textbooks and from 
available persons and health education literature. They would exchange notes and 
experiences with each other, too. Through this strategy, we were able to identify 
“important messages” for each health education topic. We also learnt the need 
to reinforce certain messages with the community over and over again and the fact 
that teachers also need to constantly learn. 


As_ a typical example, if one were talking about diarrhoea, the most important 
messages to be conveyed to the community would be a) that most diarrhoeas are 
self-curing, b) that dehydration must be prevented at any cost, c) that we can make 
oral rehydration solutions at home, d) that the patient should not be starved, e) that 
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we can learn to recognise signs of danger in diarrhoea and that , f) diarrhoea and 
other water-borne diseases are linked to people’s low access to clear and adequate 
water supply. These messages would be emphasised upon constantly, even as 
“revision” during the next visit to that particular unit. 


Since ante-natal care was an important need, one extra woman educator was 
trained specifically to go to every village and to conduct group meetings of women. 
Childbearing women were taught to identify high risks in pregnancy themselves and 
to seek immediate assistance. They were prepared for amore positive childbirth 
by explaining the growth of the foetus and the three stages of labour. They were 
taught to prepare their own “safe delivery kits” at home for a clean and aseptic 
delivery. To reinforce this self-learning, all the 32 traditional birth attendants from 
the 18 villages were trained each month (for three years) to help women identify 
high risks in pregnancy and to conduct safe deliveries. 


Existing health education material, prepared by government and non-government 
agencies was used by our educators , to avoid duplicating other people's efforts. 
Whenever necessary, the material was modified. Audio-visual material were always 
used without the accompanying commentary to provide scope for innovation and 
human touch. Evaluation of existing health education material and media was one 
of the objectives of the project, and a detailed chapter to that effect has been 
presented in this report. 


2. In Supa area 


In Areal, the health education strategy involved working only through the existing 
staff of the local primary health centre, and thus inthis area, there were no 
“trained educators”. A researcher, along with aresearch investigator, spent their 
time meeting and talking to health workers at all levels, trying to understand their 
constraints and finding ways and means to overcome the same. Once every 
month for one year, a senior doctor from Pune conducted training sessions for 
MPWs and ANMs within the PHC premises. Health workers were encouraged to 
speak out about their workload, lacunae in knowledge, impediments at the field 
level, reasons for low motivation and so on, Collectively, the group was encouraged 
to seek solutions. CHGs and dais were trained by the Malshiras staff. Health 
education (such as reason for fever after immunisation, the need for booster doses, 
antibiotic resistance etc.) was imparted, so that they could mobilise the community 
better for immunisation camps. 


A follow up of the field level health works was constantly maintained to observe 
their behaviour, changes in attitude or whether their level of motivation increased. 
The doctor and PHC level staff was also constantly kept in touch with, to understand 
their problems and behaviour. 
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F. ANCILLARY ACTIVITIES 


In order to increase acceptance of health education and to increase the credibility 
and usefulness of the project in Area || (Malshiras PHC area) various ancillary 
activities were initiated. These ancillary or “extracurricular” activities helped us 
to identify contact persons in each village, who, in turn, actively interacted with 
us and cooperated with our health educators in day to day functions. Some 
of the activities initiated by us were :- 


-- A school health programme in 13 local schools. 
-- Environment awareness campaigns every year. 
-- Mobile libraries for children. 

-- Initiating women’s groups. 

-- Organising cultural activities. 

-- starting 14 pre schools (balwadis) in the area. 
-- training of traditional birth attendants. 


G. METHODOLOGY OF DATA COLLECTION AND SAMPLING DESIGN 


1. The Knowledge, Attitude and Practice (KAP) Survey 


A KAP survey both before and after health education in all the three areas 
(Malshiras, Supa and Parinche), the result of the findings and the questionnaire 
itself are presented in a later chapter. Limitations of using KAP _ information 
(collected through survey method) as the sole evaluation instrument are well- 
known. We therefore supplemented KAP data with in depth qualitative data collected 
through individual interviews, observation, focussed group discussions and group 
interviews. Moreover, quantitative data were also collected for immunisation and 
utilisation of services, details of which appear later in this chapter. 


List of heads of households were obtained from the Gram-Sevak for all the 46 
villages in the region of project work. Households (kitchen units) were stratified on 
the basis of caste. To make the evaluation more meaningful, castes were classified 
as per their status in the project areas : 


i) Privileged balutedars (brahmins, goldsmiths, vani and templekeepers-guravs) 
i) | 


ij Marathas and Malis. 


iii) | Artisan balutedars (barbers, blacksmiths, carpenters, potters, etc.) 
iv) Unprivileged balutedars (all scheduled castes and scheduled tribes) 
) 


V Muslims. 


Since Marathas and Malis together constitute around 80% of the population, a 5% 
randomly selected sample (per village, separately) was selected for the KAP survey. 
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From amongst the other categories (i, iii, iv and v) a 20% random sample per 
category per village was selected for all villages. 


Since no statistical projections about the entire population were intended and the 
main objective of the sampling design was to get a quantitative baseline for 
comparison with the final evaluation data, hence unequal proportions have been 
used in the sampling design to get a better picture of deprived sections of the 
society. The same proportions were maintained in the baseline and final surveys. 


Castes Proportion in Sampling Proportion in 
the population Percentage the sample 

Marathas & 80 % 5 % 50 % 

Malis 

Others 20 % 20 % ; 50 % 


Out of a total of 1218 respondents for KAP survey, 678 were men and 540 (44.3%) 
were women. We had made special efforts to enroll the services of equal number 
of women investigators along with male investigators to be able to get a fair 
representation of women as respondents, since a women (unless she is above 60 
or 80) being interviewed by a male investigator was not culturally acceptable. 


Research investigators who were given a six day orientation course (3 days 
technical/theoretical inputs and 3 days of actual work experience) contacted the 


selected households, under the close Supervision of the research _ staff. 


Simultaneously, the researchers spoke to villages, gathering information on 
perceptions and attitudes and also explaining the details of the project. 


Final Survey Sampling Design 


After the intervention period was over (in January 1990), another KAP survey was 
conducted once more. All odd-numbered households were retained, on the advice 
of the research advisory team, to be able to see some continuity, and all even- 
numbered households were dropped from the sample and aa fresh randomly 
Selected, stratified list of households was drawn and contacted. This was to 
eliminate any bias and to really understand as to what impact our intervention had 
made. Health educators were not used as_ health investigators, so as to 
eliminate subjectivity and bias. 


2. Utilisation of Health Services Survey 


The sixth indicator selected for the evaluation of the health education programme, 
namely impact on utilisation of existing health services, was tested through an 
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independent survey. Through some hypothetical questions, utilisation had been 
asked for in the KAP survey, but we felt that our most important intervention i.e 


increasing people’s access to health services, especially those of the government, 
had to be tested in great detail. | 


Accordingly, villages in all the 3 areas were stratified on the basis of population size, 
distance from PHC and whether there was asub-centre in the village or not. One 
large village (more than 2500 people), one medium sized village (1000-2500 
people) and two small villages were selected (randomly, per category) from each 
area. In the twelve villages, a questionnaire was taken to every household (100% 
sample). The baseline as well as the final survey on utilisation of health services 
was conducted in the same village to keep all other factors (access, size etc.) 
constant. The findings of this survey are presented in a later chapter in this report. 


Sample Size (no. of households) 


Area | Area || Area Ill Total 

Large village 384 430 384 1198 
Medium village 307 266 288 861 
2 small villages 202 245 322 769 
Total 893 941 994 2828 


Note : During the final surveys of the KAP and well as_ of utilisation of health 
services, the Supa area ( Area |) was dropped for two reasons. Firstly there was an 
unexpected budgetary slash on the project, and so funds had to be hastily 
reallocated and tightened. Secondly, we had found through our close observation 
that a “perceptible” change had not occured in the Supa area where we had 
worked only through public health functionaries. Motivation, skills and training could 
be passed on to the health functionaries, buttwo years were too shortto see them 
translating into practice (passing on health education to the people). To some 
extent the health functionaries had started responding positively, but on the 
whole it was too early and little to make an impact onthe KAP of such a large 
population where only 2.8% come in contact with PHC services. So dropping 
the Supa area for the final survey seemed to be the only rational option in the 
light of limited funds. The Malshiras and the Parinche PHC area were covered 
without any compromise in methodology. 


3. Data Collection 


To assist and complement the quantitative surveys, the following data were 
collected throughout the period of intervention : 
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- Analysis of data from immunisation camps to see if infants in the relevant age 
group received doses of immunisation regularly. 


- The OPD data from PHCs to see illness patterns and utilisation of OPD services 
and health seeking behaviour. 


- Case studies of TB patients to follow up on regularity of treatment. Follow up of 
newly identified TB patients to see the impact of our health education on their 
treatment seeking behavior, motivation for early identification and on their self- 
perception and self confidence. 


The findings of these surveys are presented in a later chapter. 


H. PRIORITIES OF HEALTH EDUCATION 


Two researchers of the FRCH went to stay in the project area much before the 


actual project was sanctioned and initiated. The reasons for going there eight 
months prior to the project and being there full time were numerous, 


a) to develop rapport with the local community, 

b) to understand the socio-political situations of the area, 

c) to identify people’s needs, priorities and problems, 

d) to identify priorities in health education and 

e) to identify potential educators, investigators and other colleagues on the project. 


We had an excellent opportunity, therefore, to identify the health education priorities 


in the drought-prone region of Pune district. We were painfully aware that health 
education itself had limitations, for example - how to talk of balanced diet and 
hygiene or sanitation in an area where there is barely enough water to drink ? How 
could we tell pregnant women not to lift heavy loads when carrying water and fuel 
over long distance was essential to their survival, especially when men were 
reluctant to perform these tasks? How to explain the need for uninterrupted 
treatment in TB when the drugs required, or the health personnel were either not 
available or were in short supply? All we could do was identify and fill gaps in 
people’s knowledge (and in ours, where local health traditions were concerned), 
and try to work alongwith them to overcome constraints in gaining access to good 
quality medical treatment and health care. 


We _ began by identifying the health needs of the community. Featuring topmost 
was lack of access to health services, especially in crucial moments, be it 
obstructed labour or serious illness of children. Pregnant women were anaemic, 
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nightblind, malnourished and overworked. Respiratory infections and diarrhoeas 
posed severe threats to infants’ lives. Immunisation of children was irregular 
and often left incomplete. Though breast-feeding was continued long enough, 
supplementary feeds were not introduced before the age of one year and thus 
infants who looked quite healthy while being breastfed, suddenly started looking 
sickly and underweight at the age of one year. 


Though TB was not endemic (later on we found that to some extent it was also 
under-reported), we decided to take it up as a priority. Myths about the disease, 
compounded with fear and stigma, its adverse effect on women’s fertility (ectopic 
pregnancies) and the social consequences of infertility, and also the predicted 
upsurge in spread of TB due to AIDS and other resistance lowering diseases, made 
us take up TB as atopic for health education. Health education strategies 
regarding these inputs were based on various impediments like low functional 
literacy, poor geographical access to wadis and villages, day long work hours 
of people, unreliability or unavailability of electricity supply and worse - the near 
absence of available public health services in the area around Malshiras. In spite 
of taking so much effort to identify people’s “educational” needs regarding health, 
we would have people coming back and questioning our educators as to why the 
services that we talked about as their right, were not available to them, in actuality, 
or why private doctors were so expensive and unreliable. 
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SECTION TWO 


Evolving Strategies for Health Education 


Chapter 4. Health Education by Government 
Health Functionaries 

Chapter 5. Community Based Health Education 
Services : Intensive Interaction 
with the People 


Chapter 6. Problems of Tuberculosis Control 


= oe - f : 
vt hin wf cg se vs 

een. Le 
ad ; : : 5) ie 


9 


in ns 


priign | ata tal 
. a b. 
Vey rrie 


a tah eee 


clk aa 


Sian) 7 
eet | eee ale: 
; a bGed "hcl 


& 
F 


i is oy 
a Sy 
: ee 


rat 


Ci rary is 

Papa 

Pa oe 
La 


’ 


FERRE 


; —-; 
= Fe 


: \ ‘ae ; 
ae A ate : 


CHAPTER 4 


HEALTH EDUCATION BY GOVERNMENT 
HEALTH FUNCTIONARIES 


Since the public health services have the greatest possible outreach to the rural 
areas, through their widespread infrastructure, the role of government health 
functionaries, specially with respect to their health education functions was taken 
up for study under this project. 


The project arranged special training programmes for the various health 
functionaries of the Supa PHC, including MPWs, ANMs, CHGs_ and the TBAs to 
enhance their health education role and capabilities. These sessions were held 
twice each month-with the CHGs and TBAs in one group and the ANMs and MPWs 
in the other. 


Initially serious efforts were made to arrange training of the primary health centre 
Staff through the District Training Team (DTT) of the Health Department of the Zilla 
Parishad. Involvement of the district training functionaries with our researchers in 
the training programme at the field level would have been immensely beneficial 
to both the parties involved. The DTT officials were also very cooperative. But this 
collaboration could not materialise since the DTT could not make any special 
provision of expenditure as well as time slotting for their officials / functionaries to 
participate in such a collaborative programme, specially since most of the 
functionaries come to DTT on deputation as a stop gap posting. We therefore 
engaged the services of an expert who had areasonably long stint ina government 
medical college as a Professor of Preventive and Social Medicine and had good 
exposure of the functioning of health services at PHC level having served in the 
capacity of a Supervisor of the internship programme of the medical college. He 
conducted the sessions with the ANMs and MPWs, whereas the Malshiras based 
project staff talked to the CHGs and TBAs. 


The training sessions were held so as to coincide with the monthly review meetings 
of the PHC so that the MPWs and ANMs did not have to make special trips to 
attend our health education training sessions. We thus also avoided the problem 
of making special provision for the payment of TA/DA to the staff either by the PHC 
or the project, and from our health education efforts from being seen as “external” 
to the PHC functioning. All the TBAs and CHGs however were paid TA by us, as 
they were not reimbursed by the PHC. 


This collaboration at the PHC level helped the project staff to observe the review 
meetings as well as it gave them an opportunity to participate in the discussion on 
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the problems faced by the functionaries in the field. Inputs by the project Staff 
in these meetings were appreciated by the health workers. It helped them in 
understanding the social aspects of their health work with the people. 


|. SPECIAL FEATURES OF THE PROGRAMME 


1. It was a need based training programme where the scope and content was 
evolved in discussion with the respective health functionaries. 


2 It took a few sessions for the trainers to break ice with the functionaries since 
the latter were initially reluctant to open up to a non-government expert, lest it 
exposed their weaknesses. After afew sessions the training sessions really became 
participatory with the health workers coming up with their field problems and 
sharing their experiences with their colleagues without the fear of any one being 
judgemental about what they shared. 


3. The training was linked to the day-to-day problems actually faced by them. 
Special efforts were made to avoid didactic form and training was made a 
participative process. The discussions were built upon the existing knowledge of the 
trainees and additional information and knowledge was provided wherever 
necessary. Informal sharing of views and their feed back in the beginning of 
every session helped in modifying the training inputs as well as establishing a 
better rapport with the workers. 


4. Knowledge of communication skills was incorporated as a part of the 
programme. Material published by various non-government organisations was 
used during these sessions and their usefulness was assessed. 


5. The training sessions were interposed with psychological tests, puzzles and 
games helping the workers to understand themselves and at the same time making 
them understand the limitations of these tests. 


6. Deliberate attempt was made to inculcate the value of commitment and 
concern for the people among the workers. The initial fear that additional training 
means additional work also disappeared in due course of time. 


7. The purpose of and the insight provided by the documentation and 
records maintained by the workers was explained to them. This helped them in 
viewing their record keeping from a different angle. 


8. Thetrainers also attended the monthly review meetings of the PHC. On the 
spot analysis of their achievement of targets and discussion on the ways to 
improve their achievements through addition of knowledge and skills helped the 
health workers to appreciate the importance of health education. 
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9. Concurrent evaluation and terminal evaluation were undertaken through 
direct and indirect methods by raising questions during the discussion meetings. 


10. The discussions were based upon the principle of ‘from the known to the 
unknown’. Every attempt was made to make the workers feel that they know the 
subject and the topic being discussed is known to them. Their knowledge was 
subtly substantiated without hurting their ego. A good piece of work done by the 
worker was always appreciated. 


11. The workers were given health education material prepared by some _ non- 
government organisations for improving their knowledge base and performance. 
The workers appreciated this material and found it to be useful. 


12. The topics covered during the training sessions included Maternal and Child 
health, U.I.P., National Health Programmes, Family Welfare, Water & Sanitation, 
Records and Documentation of activities and Health Education. 


Other topics discussed included role of sex education in villages, relevance of 
health education to the activity and not for the sake of health education per-se, how 
to help the parent in taking good care of the child, how the mother is the best 
doctor for her child, how to identify the knowledge that exists with the community 
and then to build upon that without compromising on scientific facts and rational 
attitude, and how non-health problems are related to the health of the community. 


ll. OBSERVATIONS 


1. There was a fear amongst the workers that any additional training would bring 
an additional work load on them. They felt that this research project would result 
in new targets for them about health education activities and that they would have 
to undertake more field work in the late evenings without any monetary benefits. 


This fear however disappeared when they developed closer rapport with the 
trainers and started appreciating the importance of these training sessions with 
the view to improve their performance. 


2. All the PHC functionaries perceived that film shows, slide shows, audio 
cassettes and posters were ‘the normal methods of reaching health education to 
the people. They reported that it was not possible to carry out health education 
programme since they did not have film projectors, slide projectors and record 
players. They would also require special transport arrangements to conduct 
programmes in villages in the late evenings, they said. In order to encourage 
workers to take up health education activities, they suggested that there should 
be special dearness allowance for evening meetings and also special weightage for 
health education activities in the PHC performance targets. As an incentive to the 
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villagers, they argued in favour of a provision for tea and refreshments to those who 
attend health education sessions. These discussions were lively, with heated 
debate, on both sides. 


3. Among the PHC staff, the MPWs and ANMs felt that they had enough 
knowledge to educate the village population on health matters but they were too 
busy in the curative work and in other priority areas of PHC work. The CHGs and 
TBAs were however extremely receptive to new knowledge and training. 


lt was found that the PHC workers in fact lacked adequate support, guidance and 
problem-oriented discussion related to their field experiences. Absence of such 
support and repeated stress on fulfilling the targets without any concern for the 
community aggravates their feeling of isolation and frustration. Such atmosphere 
alienates them from the community for which they are supposed to be working 
and makes the workers callous if not cynical to new suggestions / ideas. 


An anecdotal account of an ANM’s experience is worth relating here. A pregnant 
woman was not inclined to get TT immunisation though she was in her 
seventh month of pregnancy. She had earlier miscarried. On repeated education and 
persuasion, the ANM somehow succeeded in giving her a TT shot. Unfortunately 
the same evening the pregnant woman started bleeding excessively and was 
hospitalised, on the advice of the same ANM. The foetus however could not be 
saved, and after great pain, the woman delivered a premature dead foetus. The 
relatives of the woman became furious, attributing the TT injection to be the cause 
of abortion. Their anger against the ANM was aggravated since their Devarshi 
(exorcist) had assured them that this time her pregnancy would mature to be 
fruitful. 


The Medical Officers of the PHC made no efforts to visit the family or to explain 
that the two events were totally unrelated. The ANM suffered the wrath of the 
people and her own mental agony all by herself. This incidence dampened the 
morale of all the ANMs and MPWs who were carrying out the immunisation 
programme. 


4. In the monthly review meetings of the PHC, the M.O. in charge of PHC was 
more interested in the achievement targets of the Family Planning programme 
than in the implementation of the programme. Need of contraception education 
of the community or the problems faced by the health workers in the field are 
never discussed in the meetings, nor is any support provided to the health 
functionaries by the doctor, as the team leader at the PHC level. The target 
orientation (with F.P. focus) of the health services has in fact destroyed the team 
Spirit and shifted the focus off the health needs of the community so much so that 
the PHC transport is provided to fetch the ‘sterilisation case’ before the surgery, 
but none is provided to her after the operation is performed, and when the woman 
needs it all the more. 
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5S. Health education has been relegated to the storeroom (where all the health 
education material is dumped) since health education activities carried out by the 
PHC staff do not contribute to the performance ranking of the PHC or to that of 
the functionary and itis not a high priority national programme. 


6. Without our preaching for “selfless service”, the workers were found to get quite 
inspired and motivated with a genuine interest in the welfare of the community. 
Concern for the problems of the community was considered as the key factor to be 
imbibed (as a value in their profession) through our training, rather than use 
expressions such as “sacrificing self interest for the sake of this noble profession 
(health service)”. Emphasis was laid on ethics and on good management. 


7. When the workers were asked if the women really consumed the FS tablets that 
ANMs distributed in their ANC programme, they frankly admitted that women mostly 
do not. The reason given by the ANMs was that, after consuming two or three 
tablets the woman starts getting black stools but does not know the reason why. 
Therefore most women feel that something is going wrong with their pregnancy and 
stop taking the FS tablets. 


8. Through our discussion, the workers immediately realised that the benefits of FS 
tablets during pregnancy should be explained to. the ANC women in simple terms 
such as... it helps in making good blood, gives energy, helps in avoiding 
weakness, and back-ache during pregnancy and the child also becomes healthier. 
Many ANMs explained these aspects to the pregnant women in their subsequent 
rounds and later reported improvement in the response of women. 


Health workers also complained that mothers refuse to bring infants for the second 
dose of immunisation, because the child “got ill, with fever immediately after the 
injection”. When the workers were explained the immunology and defensive nature 
of fever, they felt very relieved and animated. They agreed to impact this new 
information to young mothers, instead of withholding it, and interrupting the 
immunisation schedule in the bargain. 


9. Maintaining extensive documentation and rigorous records’ without 
understanding the significance of it becomes drudgery for the PHC staff. When it 
was explained as to how proper documentation of their activities can help the 
community as well as the workers themselves in improving their programme 
achievements, the workers really appreciated the importance of records which they 
were filling up as a ritual forced upon them. The importance of documenting a TB 
‘patients’ treatment, for example, became apparent when the dire consequences of 
interrupted treatment (drug resistance and eventual death) were explained. 


10. The Medical Officer of the PHC also got involved in the training process. The 
project staff supported the doctor wherever necessary and appreciated his 
efforts. His participation in the discussions changed his relationship with the staff 
and after a few meetings, the staff started asking their doubts and queries directly to 
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the doctor. In asense, our training inputs had paid off in the direction we had wanted 
them to. 


lll. SOCIAL ASPECTS OF HEALTH 


Trainers at review meetings imparted health education as and when required. In 
addition our project staff attended the immunisation camps and observed its 
activities, such as behaviour and interaction between health functionaries and the 
women. After immunisation camp, interactions between the health functionaries and 
the project staff took place while waiting for the transport or while travelling in 
the bus, together. Both positive and negative observation of behaviour were 
discussed, to understand the social, cultural, economic and other nuances of that 
particular situation. A few instances are illustrated below : 


1) © Ayoung woman having two children was pregnant and was repeatedly called 
by CHGs, the Anganwadi worker and attendant of the sub-centre, while the 
immunisation camp was in progress at the sub-centre. However, the woman told 
the CHGs__ that she would come when the camp was almost over. The health 
assistant fired her, saying “You need a red carpet invitation, or what? Why did you 
not come early despite the repeated calls?” The woman kept quiet. The project 
Staff played a role of observer. After receiving the ANC, TT project staff asked few 
questions to find out the difficulties of the woman. Initially she hesitated to come 
without the truth. 


Observer : Is this village your husband’s home? 

Woman : No, this is my mother’s place. 

Observer : What month of pregnancy are you in? 

Woman : The fifth. 

Observer : Is your house far away from sub-centre? 

Woman : No, it is nearby. | 

Observer : Is there is any particular reason for coming at the very end of the camp? 


Woman : (confirming that there is no villager nearby) “Yes, | have just come a week 
ago. | have two children, and six months ago my husband has undergone vasectomy 
at Baramati. We had sexual contacts 3-4 days after removing the stiches. Now 
| am pregnant and my husband accused me of promiscuity. Therefore, he has driven 
me from the house. This fact is not being told to anybody in. this village. | want to 
keep it secret. Therefore, | wanted to come at the end of the camp so that no other 
women ask me details about my private life. | don't want to tell anyone of the 
problems | am having with my husband”. And she started weeping. 
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The health assistant and ANMs counselled her and told her not to worry. While 
health functionaries and project staff were waiting for a bus at the bus stop 
discussing, the health functionaries realised that within the given cultural milieu, the 
young pregnant woman was justified in her behaviour. This instance and further 
discussions on that, led to modify their authoritarian behaviour towards the 
community, observed in the subsequent camps. The instances are : 


i) An uneducated mother-in-law belonging to a poor family was not allowing her 
daughter-in-law ANC care during the latter's first pregnancy defending that in 
earlier times no such injections were given, yet many children were born. “There is 
no time, since she has to go to the field". After receiving this message, the CHGs 
herself took the initiative and went to the mother-in-law and brought her along 
with the daughter-in-law to the camp site and administered an ANC TT. There 
she explained in detail about the importance of immunisation, nutrition, illness 
during pregnancy, PNC and lastly family planning to the gathering of about 25-30 
women. 


ii) In a well-to-do family, except the mother-in-law, everyone else agreed to 
allow the daughter-in-law to insert a Copper-T after 5 months of delivery. It was a 
challenge for the health workers to convince the mother-in-law. Despite repeated 
visits to the mother-in-law she was not convinced about the Copper-T and that 
when the daughter-in-law got sick; she would have to do all the household chores 
and look after the baby too. The daughter-in-law became pregnant in the tenth 
month after delivery, against her will. ANMs and others told the mother-in-law not 
to insist upon her views after the second delivery. 


lil) Despite the efforts of the CHGs, and Anganwadi workers to collect children for 
immunisation, many people still do not bring their children. A grandfather belonging 
to a poor family brought the grandchild for booster dose religiously keeping the date 
in mind. The general observation is that initial immunisation schedule up to third dose 
of polio-triple is followed (since it is continuous for three months), but measles 
and the later doses are not kept in mind by people, since there is along gap. The 
project staff asked the grandfather, 


Observer : How do you remember to bring the child for the booster dose? 


Old man : ‘Sister’ told me long ago, the month in which | should come again. | 
had noted it down on the calendar and have brought my grandson for booster 
injection. 


Observer : Your grandson is healthy, and is playing well, why do you want to give 
him an injection? 


Old man: Sister told me the benefits of this injection. If he falls and gets hurt he 
will be protected by this injection. 
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Observer : Our observation is that many people do not bring children for booster 
doses. What may be the reason? 


Old man : Because at the age of one and half years most children start walking, 
playing etc. and that reduces the initial dependency on mother. Therefore people 
feel that the child is alright. Why go for an injection? And so many people forget to 
bring the children. 


Observer : Did you tell your neighbours who have children of the age of booster 
dose? 


Old man: Yes, | reminded two of my neighbours. 


iv) ANMs and health assistants were further motivated to tender advice beyond 
their purview for the betterment of the woman and her health. A woman in middle 
age was not ready to undergo termination method even after having seven children. 
All seven children were daughters. Conversation between Health Assistant 
(female) and woman is as follows : 


Health Assistant : Look at your health, you have had more than enough. 
Woman : | am helpless. 

Health Assistant : Why? 

Woman : | have daughters only, no son. 

Health Assistant : Treat your daughters as sons. They are as good. 
Woman : | agree, but my husband and mother-in-law want a son. 
Health Assistant : Will you keep bearing children till you get a son? 
Woman : Yes. 

Health Assistant : Why? This will lead to your death. 

Woman : | know. 

Health Assistant : Then why? 


Woman : (started weeping) If | undergo tubectemy, it will be clear that | will not be 
able to give son to this family. My husband will bring a second wife and if she bears 
a son he will only love her. He will neglect me and all of my seven daughters, and 
we will be living in hell. 


Health Assistant : Even now he may think of bringing another wife. 


Woman : He won't because he loves me and hopes to get ason one day, from 
me. 
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Health Assistant : Now there are laws to safeguard the interest of women. Your 
husband cannot isolate you and your children. You can ask for your share through 
the court. Now all women should unite and fight for their rights. 


Thus, if health workers provide the advice ina way people can understand, people 
do come forward to take advantage of the health services. As seen above, health 
education means not only passing on the information to people, but to understand 
the situation in a holistic way. Therefore, equipping health functionaries with 
training of social aspects of health is important. 


IV. PARTICIPATORY TRAINING METHOD 


During the immunisation camp it was observed that CHGs, Anganwadi workers, 
dais, and sub-centre attendants are involved in the camp. Several times it was 
observed that CHGs and Anganwadi workers were tossing around the responsibility 
of calling children to immunisation camp or recording correct number of immunisation 
beneficiaries at the camp site. This led us to understand their responsibilities and 
functions in detail and how the ANM can lead the team of PHC functionaries. 
Few meetings were held at sub-centre level in the presence of the ANM, after the 
immunisation camp was over. The functioning pattern, difficulties (social and 
technical) faced while delivering health service, and suggestions for effective 
work were the main topics to be discussed in the meeting. Informal discussions 
with CHGs, Anganwadi workers, ANMs and Health Assistants provided an 
understanding of the intricacies of functioning. 


While looking into the job responsibilities of CHG and Anganwadi workers it was 
found that many vital functions such as maternal and child health, immunisation, 
health check-up, nutrition and health education referral services etc., were 
overlapping between the health workers and_ the Anganwadi staff. 


It had been found that these overlapping functions were being carried out more 
effectively by those who were working as CHG as well as being an Anganwadi 
worker, as compared to separate workers who either were a CHG or an Anganwadi 
worker. It was due to receiving more honorarium, effective supervision from both 
sides such as by the Anganwadi Mukhyasevika, and by health assistants from 
primary health centre, as well as by getting a clear picture of her own responsibility. 


Each functionary was asked about difficulties faced during the work in the past 
one month. Untrained Dais were asked about the procedure followed for delivery. 
The technical knowledge was imparted by ANMs and health assistants (F). In turn, 
during these meetings, untrained Dais learnt to practice aseptic methods. 


Several difficulties faced by CHGs and Anganwadi workers could not be sorted 
out, however. They are : 
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1. Women suffering from leucorrhoea asking for check-up and medicine. There are 
no adequate referral services. 


2. Whether oral pills can be used to delay the menstrual cycle for few days, for 
social and religious reasons. 


3. When people ask for eye care and need immediate care, such as if the dust or 
other thing enters the eye, should traditional methods be used, especially in the 
absence of drugs at PHC. 


4. No medicine is available with CHGs for general ailments and medicine is 
available with Anganwadi workers strictly for Anganwadi beneficiaries only. 


5. Social and cultural problems while motivating people for utilisation of services 
i.e. immunisation, family planning programme, blood smears, for malaria testing 
and so on, are severe and require tremendous patience and time. 


While ANMs could not solve such difficulties in the meeting, they realised the 
importance of the meeting conducted by our project staff at the PHC every month. 
At this juncture, the Health Assistant and Project trainer, Anganwadi workers were 
trained by ANM regarding correct immunisation schedule, and use of the medicines 
available with them. They realised the direct gains they had received through our 
health education session. 


Thus these participatory meeting at sub-centre level were useful to solve the 
problems, difficulties at village itself. These meetings motivated ANMs to know 
details of technical and social problems of health so as to be able to 
independently handle these difficulties in the field, and to emerge as the leader of the 
PHC team at the community level. 
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CHAPTER 5 


COMMUNITY BASED HEALTH EDUCATION SERVICES 
INTENSIVE INTERACTION WITH THE PEOPLE 


The project team decided to stay in the Malshiras region, as this was to be the area 
of intense interaction with the community. In this light, two members of the team, 
who were already full-time employees of the FRCH for many years, went to stay 
in Malshiras village in April 1987, eight months before the health education project 
Started. All the research staff stayed here full-time, as and when they joined the 
project, and we shifted out only in 1991. 


Looking back, this strategy was one of the best ones that we utilised. Going there 
So early in time gave us an excellent opportunity to observe and understand the 
political and caste dynamics of the region. We became aware of family ties 
between political and bureaucratic personalities in the taluka. This knowledge was 
invaluable to understand responses of the gram-sewak of one village towards the 
sarpanch or talathi of another village. Similarly it helped us to select our local staff 
and educators on a fair, rational basis while giving the insight to ignore the 
recommendation of others. Feuds between families regarding land, debts and 
‘honour’ were also important knowledge so as to be able to work without 
unnecessary ruffling of feathers. When people responded to a particular 
programme of ours, we were able to find out, with some help, the motives behind 
their support or hostility. Some instances narrated later on will help the reader to 
understand how crucial this knowledge proved to be. 


By the time the project started, in January 1988, we were all geared up to get into 
action. We had contacts in each of our eighteen villages, we knew our own village 
fairly well, people were confiding in us about issues related to corruption, occult 
rituals, family violence and the politicking strategies of taluka level leaders. Somehow 
the poor, the ba/utedars and the women had started to see us as their supporters, 
without our having made any claims to that effect. To our surprise, people identified 
us alternately as_ legal aid workers, as a women’s’ group, as a balutedar 
organisation, as supervisory officials overseeing all the government programmes 
in the region and occasionally as health educators! 


A. INITIAL RESPONSE OF THE COMMUNITY 
The first response of the community to our arrival was interesting. We started 


getting early morning visitors, some from 15 kms. away, because they had heard 
that city-based doctors had come to stay in Malshiras. Women and_ children, 
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sometimes grievously ill, were brought on home-made stretchers and in bullock 
carts for treatment, since there was a woman researcher - perceived as a “lady 
doctor”, too. As a routine, we would then bring out a copy of the Marathi version 
of David Werner's “Where there is no doctor’, discuss the symptoms, help the 
relatives to search out the relevant health education chapters, give them a cup of 
tea and then send the patient to the PHC, at 8:00 am., when the OPD began. 


The community at large, however, did not believe that we would stay on for long, 
and this perception guided many of their responses towards us. For example, six 
months after we had persisted staying on, people started asking us freshly as to 
what we were planning to do in Malshiras. “Our leaders had told us to be hospitable 
to you and to listen patiently to what you had to say, but not to act upon it, because 
all of us were sure that you would soon go away. We were told not to hurt your 
feelings. Now itseems apparent that you are planning to stay on, so please tell 
us once more as to what you have come here for”. This response was typical, 
wherever we went. After this phase, people’s responses to us were more natural, 
and sometimes more positive. 


The primary health centre staff reacted typically; with curiosity, fear and 
ambivalence. Most of them wanted to fit us into a hierarchy - were we Class | 
officers, and whether we had supervisory powers, or to put it bluntly, were we 
spies of the ‘government’, sent with the purpose of putting the PHC in order by 
doing a clean-up job. It took a long while and patience on both sides to come to 
a good working relationship. We attended the monthly meeting of CHGs, of ANMs 
and MPWs, we met every local health worker when we went to her/his village, we 
spent hours talking to the staff and the doctor at the PHC, we even handled the cash 
counter of the OPD and helped in filling monthly records whenever the PHC was 
short of staff. This led to a long-lasting and trusting relationship with the 
government staff. Even when the staff was transferred (and this was quite 
common, because Malshiras is not an enviable posting), the good-will would carry 
forward because of the older staff members. On one occasion only (when the 
current PHC doctor molested women patients and a CHG), this relationship suffered 
some stress, but there were no problems with the rest of the staff, even then. 


Whenever we were to be visited by a dignitary, such as the health secretary or 
a senior bureaucrat from the central ministry, we informed the local PHCs 
immediately, and much before the visit of the VIP. This created further trust, 
because the ‘honour’ of the PHC was no longer separated from ours, and the staff 
felt touched that we had not betrayed them. Letting a senior official see the mess 
at the PHC would have been a wickedly adventurous pastime that would have 
served very little purpose. Our stay in the village would have been a tiresome 
burden to all the people, who would constantly watch us, resent us and worse still, 
play up tous, for fear of reprimand from their seniors. Instead, we waited to allow 
the ‘real pressure’ to form through our health education activity : the collective 
pressure from the people of the region. 
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B. HEALTH EDUCATION THROUGH LOCALLY TRAINED HEALTH 
EDUCATORS 


Our entire methodology of community-based health education was based on 
training local educators, and then conducting sessions primarily through them. This 
would demystify health education, and would create more free and _ frank 
discusions among the people as the educators were from among the community 
itself. We were therefore very careful in the selection of potential educators. 


1. Selection of educators 


One of the basic criteria was formal education. Educators would have to read 
on their own, write weekly reports and would have to show (and read) out health 
education material to the people. Given a choice, it would be more creative to get 
non-literate persons to conduct the sessions, but we had to finish all intervention 
activites within two years, andthe easier way out was through educators who were 
literate. As far as possible we tried to employ those who had high school education, 
though we did relax the condition with women educators, sometimes. 


The second criterion for selection was social background. We were hesitant to 
employ rich farmers for a variety of reasons. Firstly, their relationship with the 
local people, especially with the ba/lutedars and with women was one of clear 
domination. Their manner is often arrogant, or at best, condescending. Whether 
sessions could be conducted in an atmosphere of freedom and openness was a 
matter of serious concern. Many middle or upper caste persons still do not eat with 
people from deprived sections. Conversely, people from dalit castes or from minority 
communities are still barred entry from many upper caste households in the village. 
lt was better not to employ persons who would use health information as a further 
step to feeling elite and powerful. The second reason for not employing rich farmers 
was the fact that they are busy with their fields for alarge part of the year, leaving 
little time for other activity. Thirdly, many of these youth, especially men, are being 
groomed by the village leadership into politics, as they are the chosen heirs of 
tomorrow. Local tarun mandals, cooperative societies, market committees and 
dairies are gradually handed over to young men of the rich Maratha households. The 
entire attitude of these men is to gather power over the years, and we did not want 
to be part of this consolidation tactic. 


On the contrary we tried to choose as many educators from poor and balutedar 
families as possible. The creation of a positive role-model of these youth was as 
important for themselves as it was for the total demystification of health education. 
Giving extra inputs to those who had little access to any other resources was in 
a way, a balancing of opportunities. The education sessions would surely reach 
the most deprived sections, the questions raised by them would be understood by 
the educators because of a shared culture, and the educators would encourage 
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action on people’s part to put pressure on the public health services, instead of 
putting adampener on them. Over the years our educators would become opinion 
leaders of people who questioned and resisted their lack of access to health 
resources, among other things. 


The third important criterion for selection was individual drive and motivation. Our 
long-drawn training and selection process gave us a fair chance to observe 
individual candidates and our interaction with them in the field, as well as the 
feedback we received from health workers and the community helped us to evaluate 
their performance. Methods of evaluation have been discussed later on. 


Fourthly, potential educators required some amount of communication skills and 
a sense of humour. While there was a continuous effort to enhance the educators’ 
communication skills, we tried to identify those who liked to meet people and had 
the patience and the aptitude to deal with their day-to-day problems with sensitivity. 


Finally, we required to recruit women as well as men, and special attention was 
paid to bright and motivated young women in the region. The problems that women 
educators faced were numerous, and these have been reported later on, in this 
chapter. 


2. Training of educators 
i) The initial training programme 


A fourteen day training programme was organised for potential educators. We sent 
word to all the local contacts we had made so far - to the leaders, the health 
workers, the school teachers, the bureaucrats, the tarun mandals, artisans and so 
on, that a training programme was on the cards, and that all interested people were 
invited to participate. Around fifty persons from the 18 villages came. Naturally, the 
word had gone around that we were going to select educators from this group, and 
So most of the participants were youngsters aspiring for the job. Many of them 
were from very poor families, because “this was the only probable place where we 
may get a job without a donation, or without the interference of politicians”. Our 
reputation of being ‘pro-poor’ had gathered momentum. Though participants were 
not paid any money, except their travel allowance, a couple of them were paid 
the equivalent of their daily wages (Rs. 14 per day) as they were unable to support 
their families otherwise. 


A big shamiana was put up by us for the training programme. We also put up a 
public address system through the morning sessions (when consultant doctors 
spoke), so that the bystanders would also be included in our programme. A large 
number of people, especially the very old, would gather atthe outskirts every day, 
and they would patiently listen to the sessions. Later on, they would come home and 
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ask related questions, too. Early identification of TB was an especially popular 
subject of these extra-curricular discussions. 


Every morning, an expert consultant was invited to speak to our group on the 
technical aspects of the topic. Most often these consultants were doctors, mainly 
those within the public health services. However, we also invited some well- 
reputed private practitioners to speak at these sessions. The presentation would be 
followed by a lengthy question-answer session. 


In the afternoons, after the guest speaker had left, we would discuss the social 
aspects of the topic/illness that had been covered in the morning. Participants were 
encouraged to narrate real-life experiences, and a common thread around these 
was woven. The rhetorics and the jargon of the morning session, if any, were 
decoded and discussed. Added information in simple terms was given and 
communication techniques to impart the same were evolved through role-play. 


At times some guest speakers, who had little experience with training health 
workers, would answer every query with aterse reply of “Go to the doctor”. They 
would ridicule all home remedies and would show irritation when a_ participant 
persisted with her/his questions. “Do you want to become smarter than a doctor? 
| can’t give you more details because you may misuse them and because you 
won't understand them, anyway”, was a response we discussed at length one 
afternoon to explain exactly how a session should not be, and to candidly talk about 
the arrogance of teachers and doctors because of unequal power relations 
between the teacher-student and the doctor-patient. | 


Various topics were taken up for training during the 14 day period, such as : 


i) Commom ailments and their management. 
) Gastro-intestinal infections. 
) Other ailments of the alimentary canal. 
) Respiratory tract infections. 
v) Tuberculosis. 
) Leprosy. 

) Nutrition (and tonics). 
viii) Preventive measures in health care. 

ix) Ante-natal and post-natal care of women and children. 

x) Child care, especially immunisation and supplementary feeding. 

xi) Rational drug therapy, and the need for such a policy. 
xii) Primary health care : Concept, government infrastructure, and people's rights. 
xiii) Use of material and media in health education. 
xiv) Social welfare schemes for rural areas. 


A copy of ‘Where there is no doctor’ was loaned out to all the participants for further 
clarifications. 
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ii) On-going training of educators 


Once the 10 educators had been identified, weekly training sessions were held 
in Malshiras, where the educators narrated and discussed their field experiences 
and posed relevant queries. We realised that many health education messages 
had to be continually reinforced and repeated. All topics had to be re-discussed over 
a period of time, and new _ information added. Educators were encouraged to 
participate in workshops organised by other agencies, so as to increase their 
exposure to the outside world as well. 


Educators were also encouraged to reveal the various home remedies used for 
common ailments. Newer methods of communication were discovered by learning 
from the day-to-day experiences of the educators. Social content was added to the 
health education, and arelaxed form of ‘teaching’ was stressed upon. Often 
we had to de-school the educators against the conventional method of using 
lectures only, and they were encouraged to use dialogue as a form of imparting 
their message. 


3. Approach to health education 


In order to impart health education that was demand-oriented, demystified, socially 
alive, given through local members of the community in a discussion/dialogue 
form, we had to utilise a multifarous approach. The entire area of Malshiras PHC, 
consisting of 18 villages was geographically divided into five sectors, and each 
sector had two educators each, ideally aman and a woman. A sector thus 
comprised of three or four villages, depending on the number of hamlets (wadis or 
vastis) that each village had. To ensure equal access to each hamlet, every sector 
was divided into ‘units’. There were a_ total of 217 units in the entire area of 
Malshiras PHC. In real terms, what it meant was that every message had to go 
around at least 217 times, before anew one could be started upon! 


The educator thus was a veritable juggler with an unending bag of tricks. Required 
to contact two units per day, on an average, she/he had to be prepared to : i) discuss 
a topic of people's interest, ii) discuss a topic of our interest, and tli) revise a bit 
of the last visit’s session. People's convenience demanded that the meetings had 
to be held after 7:00 pm. and before 10:00 pm., unless of course it was a ‘grand’ 
meeting with a slide show and all (such a meeting would go on until past midnight). 
Between the two units, the distance was often one to two kilometres, a journey to 
be trekked alone in the dark ona bicycle, after which the educator had to pedal 
back to her/his own village, often six kilometres away. Added to this five days a week 
routine, was a weekly evaluation where you were grilled for not being patient 
enough and for not using good communication skills. Certainly not an enviable job. 


lt was no wonder therefore that many of our women educators left as soon as they 
had joined. It is surprising that the others managed to stay on. Young unmarried 
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girls could never be sent anywhere unless escorted by older family members. Young 
married girls could not travel alone either, and worse still they could hardly travel 
with another male, who was unrelated to them. Older married women were 
mostly illiterate, and so they could not qualify as educators in the first place. 
Furthermore, women felt embarrassed to ‘teach’ in their own villages, but were not 
allowed to go out elsewhere. 


Over a period of time we found that our educators were eagerly discussing all 
topics, except those related to women’s health. This was because most of 
educators were male and they were embarrassed or unable to talk of pregnancy, 
childbirth and menstruation to women, for social reasons. These topics would 
therefore have to be brushed under the carpet, or finished in a hurry. This alarming 
situation led us to convert one educator as a full-time ANC educator, who went to 
the villages and wadis from Malshiras village (where she lived), during the day-time, 
and met pregnant women and their families wherever they may be found - in the 
fields, athome, on Employment Guarantee Scheme sites and so on. The process 
of the ANC educator's work and the changes that she could bring about, have been 
documented in great detail in a separate chapter in this report. 


To allow for creativity, educators were not given a_ strict package of health 
education. The most important messages for each topic however were noted 
down : for example, in diarrhoea, the emphasis was on rational treatment 
through ORT, and on access to clean drinking water, whereas in TB, the emphasis 
was on early detection and uninterrupted treatment for complete cure. Neither 
did we prepare any educational material (or media), but used ready-made material 
with some modifications, such as our educators giving a live commentary during a 
slide show, instead of using the pre-recorded one, and mixing slides from 
independent sets to make a storyline of our own. 


4. On-going evaluation of educators 


Field visits, weekly reporting sessions and peer group evaluation were the 
commonly used methods to provide organisational and technical support, as well 
as to evaluate and monitor the health education activities in the community. 
Educators wrote weekly reports, compared notes, and shared their experiences 
with each other. The ‘senior’ educators trained the new ones (due to a high 
turnover, we had to recruit a second batch of educators, mid-way through the 
intervention period), and helped them in the field, too. 


At first we tried to get the educators to write about the topics that they had learnt. 
This resulted in an answer paper with text-book words, and in an attempt to show 
their scientific knowledge, the writings were full of unnecessary details such as 
when the TB bacillus was discovered, by whom and so on. Learning from this 
experience, we decided to ‘demystify’ the evaluation process, as well. The peer 
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group was asked to react to each other’s experiences and problems. They were 
requested not to unduly criticise each other, but to think of possible answers and 
solutions and to contribute positively to the others in terms of form and content 
of health education. By far, this formed the best evaluation technique, as we could 
judge the application of an educator's mind to her/his job and also each one's 
temperament. Through role-play, the educators (acting as the community) raised the 
probable questions that would arise with respect to a particular topic, and pre- 
empted many of the problems that they would face later on. They judged each 
other regarding the simplicity of language, clarity of the health education message, 
examples and analogies used, the social relevance of the topic and the forms used 
(lecture, discussion, question-answer, etc.) to convey the education. 


This form of evaluation gave scope for each individual to show her/his individual 
merit, without hurting each other. In fact, it developed a strong feeling of 
camaraderie within the group, and often, educators would go into each other's 
sectors to help out. 


Further monitoring on our part was not necessary, as we had a full-time ANC 
educator going to all the villages, each month. There were the government health 
workers and the CHGs and dais who we were training regularly, and the regular 
visits from villagers from all over coming to ASK in Malshiras. These contacts gave 
quantitative and qualitative feedback on the work of our educators on a regular 
basis. 


C. DIRECT CONTACT WITH PEOPLE 


Because the entire research staff of the project stayed in Malshiras, there was 
ample time and opportunity for us to get involved in people’s problems, especially 
those related to health. At a personal level, we were seen as friendly outsiders 
who had come “to do good to the people” and to the area. We were approached for 
all kinds of advice and help : for information about the best pesticide to spray on 
the custard-apple trees, for information about development schemes, about 
hostels inthe city for children, about facilities available for the disabled, to repair 
wrist-watches, transistors and TV sets (which the principal investigator did with 
some skill), about alimony and custody of children to deserted women and so on. 
Since our home was part of the village and yet not fully a part of it, it was also the 
trusted place for all secrets and secretive planning - mainly of local politicians. As we 
served cup after cup of tea, warring groups would alternately use our home for 
plotting against each other, sometimes within an hour of the other’s departure. We 
followed the thumb rule of 'silence is golden’. 


Through our direct contact, we learnt to respect people's beliefs in a totally and 
freshly new fashion : perceptions about body, illness and cure, the connection of 
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health with rituals, the intricate logic of folk medicine, the quiet sensibility of 
farmers, the silence of dalits at village meetings that was more eloquent than 
their speech, the respectabilty of ‘kidnappings’ at each election (it is a great 
honour to be kidnapped at this crucial hour, as it establishes one’s importance in 
the community; also one is taken to exotic places and one is well-fed, until it is time 
for one to honestly repay such hospitality by voting in favour of the kidnapping 
host), people’s need for two or three children, or the compulsion on a working 
mother to marry her daughter off in a hurry, almost after the latter reaches 
menarche. . 


Our project jeep was always made available to patients in serious condition. 
Women in obstructed labour were taken down the hill, and on many occasions, we 
have stayed beside a woman in incomplete abortion, all the night through, in the 
PHC, down the ghat. Many people from distant wadis would immediately 
recognise us from our jeep, and narrate fond and tearful experiences of the way in 
which the vehicle had been useful. We have even conducted a delivery in the jeep, 
one night, half-way down the hill. The well-known fact that the politicians had no 
access to the vehicle, even on payment, and that the poorest patients could use 
its services, free of cost, in a life-threatening situation gave people a renewed 
confidence about our well-meaning efforts. 


Besides this intense interpersonal interaction with people on a day-to-day basis, we 
also made attempts to reach out to as many people through formal meetings, as 
possible. 


1) Public meetings 


Occasionally, the researchers held meetings in villages, to offer moral support 
to the educators as well as to give extra health education inputs. Slide shows, 
especially the one related to women’s bodies was a very popular affair, with 
‘house-full’ effects. Women crammed themselves in the Gram Panchayat hall, or in 
a large temple (we had to be careful to find out earlier as to which temple we were 
holding the meeting in, as ‘upper caste gods’ have stigma and taboo against 
menstruation; thus not only would it be blasphemy to talk about this topic here, but 
also that menstruating women would not be allowed to enter the temple). Our 
experience with women was very positive, though. Not once did any woman 
complain that the discussion on reproduction and sexuality was distasteful; in fact 
women eagerly participated in the discussions. Grandmothers and their grand- 
daughters watched the show together without feeling embarrassed. Women 
waited after the show to talk privately about their concerns - white discharge, STD, 
impotence of husbands, infertility, need for safe contraception and so on. 


Whenever there was a demand from the village, or an event that demanded our 
immediate intervention (such as the annual gastro epidemic in some village), we 
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held large public meetings, too. In Naigaon, around 200 persons attended such a 
meeting on one occasion and we got positive feed-back, too. All the wells were 
immediately disinfected and the village levied a fine.on anyone who dirtied the 
well water. A resident of the village met us a few days later and said “Whenever 
| go to the market place down the hills, | have stopped eating anything on the stalls. 
| only drink a cup of tea, now". 


The effort of a women’s group that we formed in Vanpuri, following a public 
meeting on clean drinking water, has been documented later on, in this chapter. 


Every public occasion in the villages was utilised by us to reinforce our message 
of people’s access to resources and of women’s rights. Since we were most often 
the chief speakers of most programmes in the neighbourhood, we spoke at gram 
sabhas, on Independence Day and Republic Day celebrations, on local functions of 
the schools. at inaugurations and on new occasions that we introduced, such as 
8th of March, being International Women's Day. Whether from our own podium, 
or from someone else's (we scrupulously avoided all political party platforms), we 
re-affirmed the message of people's justified right to health, employment, food, 
housing, education and so on, depending on the occasion and the mood of the 
people. 


2) Group meetings 


Over a hundred group meetings were conducted by us, personally. Most of 
the topics emerged spontaneously, and they were often related to health. We must 
have also spoken on dozens of: occasions in schools, where we were the 
favourite guests for the valedictory address to high school graduates, at award- 
giving ceremonies, or on Annual Day celebrations. Vocational advice, self- 
assertion (especially with respect to the competition that the adolescents would 
now face from city-bred youth), gender and caste justice, alternative modes of 
development, faith in non-corrupt practices, etc., formed some of the topics 
covered. Physical and emotional health issues were brought out for discussion in 
this context. 


3) Providing support to the village community 


The village in which we lived had learnt to take advantage of our urban skills and 
felt relieved that there was now some-one who could negotiate on behalf of the 
village with the ‘English speaking officers’. We of course did not act on behalf 
of the people ever, but we did offer solid Support in whatever way we could. 
Whenever sophisticated outsiders came to the village, such as the Chief Executive 
Officer (CEO) of the district, the Zilla Parishad members or bureaucrats, the Taluka 
Panchayat Samiti officials, bank officials etc., came to the village, they were 
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Stationed in our house, especially for refreshments or meals. We at ASK considered 
this to be an honour and a sign of tribute from the community, who trusted us and 
thought us to be a part of their village. An ad&ed advantage of posting the VIPs 
at our residence was that all people had access to them, something that may not 
have possible in other polarised structures of the village. — 


On the other hand, the community responded by urging us to be part of the PHC 
advisory committee, the high school advisory committee, the village education 
committee with the hope that we would put their point of view forward, more 
forcefully. 


4) Getting inter-sectoral departments together 


During our stay of five years, we brought politicians, bureaucrats and other 
Officials together on the same platform, so that the people could listen to all of 
them together. In numerous meetings, most of them our own functions, such 
as environment competitions, public speeches, distribution of merit certificates to 
our trainees, and so on, we got together various dignitaries and requested them to 
Speak to the people on issues of mutual interest. We encouraged officials to 
look beyond their designated jobs and to understand people’s problems in an 
integrated approach. We put forward the views of the silent community such as the 
minority groups, the women, dalits, the political minorities and so on. This 
motivated the officials as well as the silent groups to open up and to start speaking 
out. 


5) Evolving a comprehensive picture of reality 


As mentioned earlier, staying full-time in the village for many years gave us an 
insight into reality that was startling. We learnt to interpret the resentful silence 
of the people in village meetings and learnt not to accept events entirely on face 
value. To give an example, the local high school has fought for survival inspite of 
financial constraints, yet there is a lobby of ‘baddies’ who constantly create trouble, 
and a group of ‘goodies’ who help the head master in his endeavours. On closer 
scrutiny, one realises that coincidentally, the head master has fields close to that 
of his opponents and he has bought an extra field which some of them wanted to 
buy. On the other hand, his supporters are old enemies of his opponents and they 
have jumped into the fray of supporting him, after he bought the disputed land, 
right from under the noses of his agricultural neighbours. Naturally, the school 
advisory committee is full of members from his support group! 


In another instance, we were planning to start discussion sessions with the high 
school girls about reproduction and sexuality. A teacher contacted us and 
convinced us about the unsuitability of such a venture during that particular 
academic year. The reason he gave was this : During the last year, a ninth grade*. 
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student had got pregnant, and that had resulted in fourteen other girls being 
withdrawn from school. Our women’s group, the Jagrut Mahila Mandal had gone 
door to door and brought most of the students back to school. This teacher had 
been part of this effort, too. 


We agreed to take his friendly counsel, because he warned that in a fit of deja- 
vu, parents would withdraw their daughters once more if they got to know what 
we were discussing in school. A few months later we floated the idea once more 
and found no resistance from the girls themselves. They also confided that this 
teacher was surreptitiously misbehaving with all of them and that could be the 
reason as to why he didn’t want us to raise any tricky issues with the girls. 


In a third episode, a village police patil tried to frame us in a case of molestation. 
Earlier that year, Uagrut’ had taken a 45 year oldrich Maratha farmer to court 
for attempting to molest a dalit six year old girl. The rich farmers were seething 
with this insult, and had threatened our women, with no avail. So, they came to us, 
months later and asked us to file a case against an alleged molestation of a ten 
year old by her adolescent neighbour, both Marathas. When we asked the police 
patil to accompany us to the police station, he refused. On investigation we found 
that he had heard about this issue at least four days ago, and had taken money 
from the molester, asking the latter to abscond from the village. This was in spite 
of the fact that the girl was closely related to the patil’s family. The girl’s father was 
reluctant to open the case because of family (and caste) pressure. When the case 
was actually.filed, the pati/ further took a large amount of money from the molester’s 
family to ‘bury the incident’. The pati! kept nagging us to file other cases on the boy © 
- of being a smuggler, a thief, etc., so that he could keep hiking his blackmail on the 
family. We told him, of course that we were not the local police station! 


Through our observations, we found that the rich farmers, either as being the 
privileged caste, or the political leaders, or the bureaucrats, or the employers 
(and/or the moneylenders) can officially intervené in any dispute between two 
artisans. The reverse is however strictly not allowed. Even if two Maratha 
households are bitter enemies, they empathise with each other if one of them is 
‘antagonised’ by a dalit or a Muslim. Our attempts to put things straight, as it were 
by creating reverse role models, stemmed _ from _ this intensive and close — 
observation of the community and its inter-relationships. To our minds, this was 
Our most important contribution to the community in which we worked for the past 
few years. | 


D. OTHER TRAINING ACTIVITIES 


To increase the outreach of our health education activities, we decided to create 
more educators in the community besides those that we had employed on a part- 
time basis. We therefore decided to contact the traditional birth attendants (TBAs) in 


D ; 
2 Strengthening Health Education Services 


the 18 villages, as well as the local balwadi teachers. In all, we met 32 TBAs over 
the three year period. There were not many balwadis in the region and so we 
Started 14 new balwadis. The details of our interaction with these two important 
workers is presented in this section. 


1. Training of Traditional Birth Attendants (TBAs) 


As a back-up to our educators’ sessions on ANC, we decided to gather all the TBAs 
and find out their practices related to child-birth, and their role in ANC or in PNC, 
if any. This back-up proved crucial when there was a high turnover of our educators, 
especially of the women. When our full-time ANC educator went from village to 
wadi in search of pregnant women, the active cooperation of the TBAs, or dais, 
was responsible for establishing immediate rapport. 


We found that the TBAs had no role to play in ANC, at all. They were exalted cord- 
cutters, most of whom were called to attend to the woman in labour only when the 
mother or mother-in-law found it difficult to deliver the baby herself. Thus the dai 
started off with a distinct disadvantage. If she tried to deliver and could not succeed, 
the family would get livid, on the other hand, if she directed every case to the 
doctors, her reputation as a competent dai would suffer, too. In spite of so many 
constraints, we found that dais did mariage to deliver most children safely, and were 
held in fond esteem by the community. 


Most of the dais had learnt the art from their mother or mother-in-law, who they 
had accompanied in their youth. Some of them had started using a clean blade to 
cut the cord, but the others still used a kitchen or farm knife, often without 
sterilisation. They were never consulted before or after the delivery; at the most a 
dai would bury the placenta and help with bathing the mother and baby for a period 
of ten days, i.e. during the phase of ‘soyar’, or uncleanliness that had befallen the 
family because of the delivery. All of them adhered to the taboo of ‘soyar’ and all 
of them broke their bangles after the delivery, as a sign of the stigma attached to 
childbirth. They were compensated by the family, with a new set of bangles. Except 
for some wheat, if a boy were born or jowar if a girl were born, and an occasional 
blouse piece, there was no money given to the daj for her services. 


Once every month for three years, the TBAs came to us to understand ANC. We 
taught them to identify high-risks in pregnancy and to motivate women to take the 
TT injection during the second trimester of pregnancy. We prepared a ‘safe delivery 
kit’, with a sterilised piece of unused blade, some cotton, gauze, cetrimide powder 
and pieces of strong thread, and demonstrated the use to dais, who in turn, helped 
women to prepare much in advance for childbirth. We also talked about the 
benefits of breast-feeding on the first day of delivery and on the need to introduce 
supplementary feeds ata very early stage, in infancy. Similarly, we talked about 
the importance of immunising children against TB and other diseases. 


The role of daisin our ANC education has been further documented upon in this 
report. 
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2. Training of balwadi teachers 


During our interaction with people we found that the enrollment of children in 
the first standard in school was very low, especially for girl children and for those 
who stay far away from the school. However, if there was a ba/lwadi (pre-school) 
in the neighbourhood, then the enrollment in the primary school later on was much 
better. Unfortunately, there were very few ba/wadis in the area of our activity, and so 
we decided to intervene in this area. 


We decided to start balwadis for anumber of reasons. The first one is mentioned 
above. Secondly, the intellectual stimulation of children ought to begin as early as 
possible in life, and so getting thern together around the age of three or four years, 
to do something creative was an immediate task to be accomplished. Thirdly, 
mothers see the balwadi as a good creche, where they can leave the little ones in 
the care of an adult. Fourthly, the elder girl children get released from the burden 
of looking after a younger sibling, and so the formér can attend school themselves. 
Finally, we would have access to children's immunisation status, their physical and 
emotional well-being through the creation of a newcontact person for health and 
education activities in each village. 


Accordingly, we started 14 new balwadis in the region of our work, — after having 
contacted the local tarun and mahila mandals. We asked each village to 
nominate a young and vivacious woman, with secondary school education and who 
was eager to work with children. If the village would provide the space, and would 
agree to monitor the functioning of the ba/wadi, we would then embark on the 
training of the teacher and pay her a partial salary, which would have to be 
supplemented by fees from the students (in terms of money or grains). 


For three years, we regularly trained all the ba/wadi teachers in the area, 
around 20 in number, in monthly sessions of a day each. Initially, we had a 
training programme through external experts from the state government training 
institute, based in Pune and a week-long follow up, later on through an 
experienced teacher from Apnalaya, a Bombay based voluntary organisation. 
Thereafter, we had local teachers, as well as our staff, conduct sessions on 
preparing educational toys locally (papier mache, rags of cloth, wood, seeds, paper 
and so on). We also collected, and wrote our own songs on health and related 
issues, as well as those which were entertaining to the children. We spoke to the 
teachers on the various experiments being conducted in education, as well as on 
giving nutritious food, such as ground-nuts or puffed rice or bengal gram, instead 
of hard-boiled sweets or other candy, as the mid-day titbit that they usually gave to 
the children as a ‘bribe’ to attend the balwadi. 


Our experience with having started the balwadis and with training the teachers 
was very positive. The young women were very active and agile through the 
sessions and enthusiastically conducted the daily classes with the children. As 
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mentioned earlier, we did not maintain any supervisory control over the actual 
functioning of these balwadis, leaving this responsibility to the local villagers. On a 
couple of occasions, there were complaints about irregularity in ba/wadi hours, 
or the non-functioning of a particular balwadi. We asked the concerned village to 
pass a resolution at a ‘gram sabha’, and to appoint a new teacher if necessary. 
None of the selections or ‘dismissals’ were carried out by us. 


At the end of three years, in 1990, we handed over all the functioning balwadis 
(over 15in number) to the Zilla Parishad, for regularising through the state’s 
literacy campaign, wherein local balwadis were attached to the primary school in 
the village. The teachers got a regular appointment, as well as an assured 
honorarium through this annexure. 


The effect of training the balwadi teachers was long lasting. A few months ago, way 
after the health education project had stopped its intervention activities, a balwadi 
teacher came up to us and re-confirmed the fact that the sex of the foetus was 
determined by the father. She had intervened in a family where the young mother 
of three daughters was being sent back to her parent’s home and a case was being 
made out for the husband’s remarriage. Due to her intervention, the woman was 
not asked to leave. 


Another balwadi teacher had used her health education in amore dramatic setting. 
A woman was being beaten by the in-law because she got pregnant a few months 
after her husband was vasectomised. Our teacher was also called upon to witness 
the ‘disgrace’ that this woman had brought upon the family. She was being sent 
back to her natal family; but her brother refused to take her with him. Actually, the 
husband had got vasectomised on the advice of the ba/lwadi teacher, as we had 
been promoting the man’s role in birth control through all our sessions. 


The balwadi teacher immediately explained to the family that it was possible to 
conceive within a few months after vasectomy, as there was a stock of sperms 
in the sperm-sac, and that the doctor should have advised the man to use 
contraceptives at least for six months, after the vasectomy. She took a _ health 
worker to that village, and also our educator, and finally the in-law were satisfied 
with her explanation. The mother-in-law, who was otherwise fond of her daughter- 
in-law, was immensely grateful - “Had you not intervened, we wotld have had 
no option but to send back my son’s wife. Their lives, as well as that of my grand- 
children, would have been devastated. How could we have kept a daughter-in-law 
who got pregnant after her husband's sterilisation? The neighbourhood would 
have pecked us to death. It is because of these very fears that women prefer to get 
sterilised themselves”. The balwadi teacher was visibly shaken through this 
experience, but she continued to motivate women to get their men to participate in 
birth control. She was angry with the health workers, though, for not having 
imparted such vital health education to couples, during vasectomy. 


Section Two : Evolving Strategies for Health Education 55 


Balwadi teachers also learnt to check the left arm of children for the BCG scar, 
and to advise mothers about ORT when the children had diarrhoea. They 
followed up the enrollment of their pupils in the primary school and motivated 
parents, whenever possible. In all, the experience of shite with this new set of 
educators was a very satisfying experience. : 


E. FORMATION OF PEOPLE’S GROUPS 


Whenever we went to the villages, our approach was to build maximum rapport 
with as many people as possible. We would spend long hours talking to villagers 
about anything at all - agriculture, drought, corruption, bride-burning and so on. The 
_ demand from people to intervene in the processes of the village started growing on 
us. Women especially, were eager to get together and do something about the 
problems that bothered them so much - violence at home, secret anxieties like 
infertility and white discharge, mental health concerns, access to abortion services, 
sexual abuse; the list was unending. After every meeting, young men and women 
would gather in small groups and demand that we form a group in their village. 


Accordingly, we started facilitating meetings in Malshiras, Vanpuri, Waghapur, 
Rajuri and Rise villages. In the first three villages, we formed women's groups. In 
Malshiras, where we lived, the group is still functional, and through the past five 
years, it has taken up a number of issues for discussion/agitation - the ban 
on sale of alcohol in the village (for three years there were no liquor vending stalls 
in Malshiras; the liquor was brought back on the eve of panchayat elections by 
a contesting panel. Since that panel won the election, liquor came back with a 
vengeance), molestation of women, casteism, bride-burning and role of women in 
village meetings. This group started its own handloom unit, a drug store selling 
rational drugs under generic names and also a savings and credit group that has 
over . 700 members now, in four villages. In fact, the Jagrut Mahila Mandal in 
Malshiras evolved into a separate organisation called Mahila Sarvangeen Utkarsh 
Mandal (MASUM), and this locally constituted body, with an indigenous 
executive committee is active in a large area of Purandar Tehsil today. 


The Jagrut Mahila Mandalwas also instrumental in taking up the case of one of the 
PHC doctors molesting women patients. The incident was brought to light when a 
CHG, ayoung widow from a neighbouring village complained to our educators. The 
details of the interaction with the women in the village and with confronting the 


doctor are presented in this report, in the chapter on ANC education as a process 
of change. 


In Waghapur village, the sarpanch was very hostile to the formation of the Mahila 
Mandalthere, and he made repeated public statements that either he or the Mahila 
Mandal would survive. Since the women’s group had hardly formed, it is easy to 
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guess as to who survived and who didn’t! As we were not ready to form any group 
without the active leadership of the local village, the Mahila Mandal did not form 
in this village. 


In Vanpuri village, which is 20 kms. away from Malshiras, an active women’s group 
evolved. a hundred women opened savings accounts in the local post office and 
regular meetings were held by us in this village for over two years. The group 
Supervised the functioning of the local ba/wadi and also brought pressure on the 
PHC staff on anumber of occasions, whether for immunisation or for purification of 
wells. Women starting writing memoranda to the PHC and physically escorted an 
MPW to well sites, learnt the mechanism of disinfecting wells and then pressurised 
the gram-panchayat to stock bleaching powder. They used sarcasm with great 
flourish, as is evident from this letter to their panchayat members - “Since it is 
only our (women’s) children who need to go to school, we the women of this village 
have decided to select a place and a teacher to start a balwadi. Also, only women 
and children seem to drink water in this village, and therefore we have to take up 
the responsibility of seeing that it is clean and potable. Men seem to survive solely 
on alcohol’. 


In Rise and in Rajuri, we formed Tarun Mandals, where young men gathered and 
formed a cultural group. They put up various programmes over the two years; some 
of them being three hour long dramas, in pure Hindi filmy style! These villages are 
close to each other geographically, and over the years, one of our talented health 
educators has organised a village library and a discussion group where he 
imparts public information messages to the two villages. Our savings and credits 
group for women is also actively functioning in this area, to date. 


During the project tenure, our educators set up around 675 smokeless chulhas 
(hearths) in their villages, and this brought some good-will to the health education 
work that they were conducting, too. 


Our efforts to get people together to question health services was part of our 
strategy to convince them that collective action is effective and infact it is the 
only rational fashion in which to act, for a progressive change in their condition. 
Hopefully, the action that people have undertaken during these few years with 
our support, will continue later on, not only in the field of health but in other areas 


that concern their lives, too. 


F. SCHOOL HEALTH EDUCATION 


During our interaction phase, for three years, we conducted a school health 
programme in 13 local schools. Children had been our best friends in the area, 
assembling in large numbers for all our programmes, participating actively and in 
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an uncanny fashion, understanding all the values that we were trying to talk about 
in the community. The following instance will illustrate the point : 


When the Jagrut Mahila Mandal was agitating for a ban on the vending of alcohol 
in the village, we found two 30 litre cans of liquor hidden in the compound of one 
of our worker's homes. The women of Jagrut immediately seized the cans, 
collected around 50 other women, and called the village leadership. There was 
a stormy meeting, wherein the vendors were called; of course all of them refused to 
claim the cans as their own. The village leadership took charge of the cans, and an 
educated guess is enough to imagine as to what happened to the liquor after 
that! Since the women were divided in their opinion about what should be the fate 
of the cans, we had been left with no option but to hand over the two cans to the 
sarpanch. The next day, however, children from the village, in an act of calculated 
revenge, poured into the soil exactly two cans of liquor, which they found buried, in 
a nearby field. 


Children were ready to listen to what we were saying, through our health educators, 
as well as through the people’s groups that we had built. They were Starting a 
dialogue with their parents, coming to us for consolation and support when they 
were battered by their fathers, and were our enthusiastic messengers and errand- 
runners in the villages. To want to work with such a delightful set of people 
therefore, was avery natural act for us. reas 


Through our interaction with school teachers, we had already distributed copies of 
David Werner's book, and teachers had liked the book very much. Over many chats 
and meetings with the local schools, we felt that there was a mutual need to start 
working with schools on a formal basis. Fortunately, we could identify a very bright 
young girl in the village who had completed her Diploma in Education (D.Ed), and 
So she was acceptable to the schools as a respectable ‘teacher’. In 1988, we 
embarked upon the school health programme. | 


As_ with all our programmes, the intention of starting this programme was to 
encourage self-identification of illness, rely on self-help wherever possible, and 
to seek timely medical intervention through the public health services wherever 
necessary. The emphasis would be on identifying useful local healing traditions 
and the methodology of teaching would be through discussion and dialogue. 


1. The Beginning 


School structures being as formal as they are, being based on pedagogical 
hierarchies, it was initially very difficult to convince the teachers about the maverick 
methodology that we were using. “There is too much indiscipline in your 
sessions’, “The children ask too many questions”, “Don't spoil the children. They 
will get cheeky”, “Don't take the children outdoors. They will get distracted”, and so 
on were the fears expressed to us by well-meaning teachers in the school. 
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Another problem was the fact that teachers thought that we were friendly 
inspectors, evaluating their performance, and so they would remain a bit uptight 
through our interaction with the students. They would give the answers themselves, 
or would point out to the ‘clever’ children to answer our questions. When we 
Started asking children about care of eyes, after the technical information on the 
eye was imparted, teachers responded with typical self-consciousness: We were 
asking children to narrate home remedies. When a child put up her hand, the 
teacher intervened “Tell madam that you go to the doctor’. We persisted and so 
did the teacher. “Don’t tell madam about your backward and unhygienic ways. She 
will be upset. Tell her the truth. Tell her how you go to the doctor immediately 
whenever you have conjunctivitis”. The children nodded, and we realised that we 
had reached an impasse. This was no time to be stubborn, or to ask the kids not 
to call us ‘madams’. 


Later on, we talked to some other children outside the school and they came out with 
interesting home remedies. The most striking one was using a_ clean 
handkerchief dipped in turmeric solution to wipe the eyes during conjunctivitis. We 
applauded the remedy in schools later on, and the children enthusiastically 
narrated many more home remedies. When we shared some of the home 
treatments that we used ourselves, the teachers visibly relaxed. They often told us 
about their own experiences, too. “We thought that you would laugh at us for being 
backward. People from the city don’t like home remedies. They like to go to the 
doctor even if they sneeze once. They have no natural resistance at all. We 
sometimes behave like the city-folk because we are educated. Yet, we use home 
remedies very often, ourselves”. This is what the school teacher told us, a few 
months after she had seen us talk to the students. 


2. The Methodology 


Our school health sessions went on typically, on the following lines : The 
case Study of “Eye Care” is given below, to illustrate the methodology. 


Children would be asked to speak about the eyes, colours, functions, problems, 
or whatever they thought fitto share. Then the placement of the eyes on the faces 
of various animals would be told, to explain optimum visual range required by 
that particular animal, such as the stalked eyes of the lobster or the protruding eyes 
of the toad. The natural defences for the eyes were enumerated, such as the 
socket in the skull, the eyelids, the eyelashes, the blinking of eyes, the watering of 
eyes (immediately, other cleansing processes of the body, such as a cold, or 
diarrhoea, tears, etc. would be compared, too). 


After this introduction, when the children were familiar with the topic, the diagram 
of the eye was shown. Emphasis was placed on the functioning of the eye rather 
than on learning the individual parts, by rote. Children were encouraged to confirm 


Section Two : Evolving Strategies for Health Education 59 


the technical information through experiment, such as the contraction of the pupil or 
identifying the blind spot. They were taught games with optical illusions. 


Care of eyes was the next session. Problems of the eye, in various age groups 
were discussed, with special focus on the local community. Cataract and night- 
blindness were the most discussed topics, followed by conjunctivitis and removal 
of foreign particles in the eyes. Children were taught the symptoms of night- 
blindness in simple words and they were encouraged to __ identify nightblind 
children in their households and neighbourhood. They were asked to evolve their 
own questions; Can the child recognise faces in the dark? Does the child hold on 
to some-one else when walking in the dark, and does he or she stumble more often 
than the others? Does the child have to grope for food in the plate in the dark? 
Such observations were encouraged. Within a week, the children from one village 
identified 32 children who showed at least one of these symptoms. They used 
ingenious methods, including making announcements in the school assembly. 


The whole contingent of suspected nightblind children was collected and the peer 
leaders marched them to our centre for treatment. We directed them to the PHC. 
The PHC sent them back. We asked the children to persist. Finally, after three visits 
to the PHC (the cupboard keys were lost, the stocks of Vitamin A were over, the 
health workers laughed when our young friends demanded the dose for all their 
friends - these were the reasons for delay!), the children finally came back with a 
brand new bottle of Vitamin A solution in hand. They wanted us to administer the 
doses. We then sent them to the school, with our school health educator, and 
explained to the teacher how to give the dose. A health worker from the PHC was 
asked to follow up the further doses. Within a few weeks, some of the children 
showed a dramatic improvement in eyesight at night. 


The social aspects of the lesson on eyes was the knowledge that one can donate 
eyes after death. Superstitions such as the ‘evil eye’ were discussed in the class 
room, undoubtedly resulting in heated exchange of views among the students. 


3. The Curriculum 


The above methodology was used to discuss many other topics, most of which are 
listed below : 


i) Ear ii) Mouth, throat and tongue iii) Teeth iv) Cold and cough vv) Fevers 
vi) Respiratory tract vii) Heart and lungs viii) Digestive tract ix) Human body 
x) Food and nutrition xi) Water borne diseases xii) How diseases spread 
xiii) Clean drinking water xiv) Lice, scabies and eczema xv) Circulatory system 
xvi) Leprosy xvii) First aid xviii) Our Environment. 


These sessions were taken in once a week visits to the class room. The higher 
secondary children were busy with their board examination, and so barring two 
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schools, most of the school health sessions were taken with children from the 
fifth, sixth and seventh standards. In villages where there was no middle level 
school., we worked with the fourth standard children. 


Most of the technical information was compiled from "Where there is no doctor’, 
and this was supplemented by charts _and material from government and non- 
government agencies. 


4. Evaluation of impact 


To encourage children to think and also to evaluate the retention of health 
education, they were asked to write essays. We found this method to be 
inadequate because children were slow writers and were not always able to 
express their thoughts articulately, on paper. so oral communication was 
encouraged. Children enjoyed drawing pictures most of all, and so this became 
a regular method of communication. Large cut-outs, in ajig-saw game were very 
popular, so we evaluated ‘systems’ through jig-saw puzzles. Demonstrations for 
topics such as first aid in burns, in drowning, in nose bleeding, bites and sprains 
was appreciated by all children. When we asked children to write poems, there were 
hilarious results, with lengthy descriptions about diarrhoea! The smarter ones 
plagiarised verbatim from the training material that they found in our centre (ASK). 


Children also expressed the limitation of health education - how to get enough water 
to have a daily bath or how to get atooth brush. Neem twigs were not very popular, 
either, for brushing one’s teeth, because of the bitter taste. In most schools, 
children became vocal and expressive, and they would sometimes wait at the bus 
Stand for our educator to reach the village. In two schools, which are in remote 
villages, with little contact with the outside world (Pondhe and Pise), the children 
had great difficulty communicating. The only idea that created enthusiasm was 


acting out a play. 


The impact of the school health programme was tremendous. Grand-mother's’ 
problems were also brought to light by the children and they asked questions 
at home about the immunisation schedule of their siblings and cousins. Mothers 
complained about children meddling in cooking practices at home, such as “don't 
throw the water from the rice when it is cooking”, or “cover the food immediately”, or 
“don’t keep the bhakri on the ground”, etc. 


At the PHC, achild insisted on getting five injections “after atest on the arm’ for . 
his ear discharge (penicillin for otitis media). He refused to go back with a swab 
of ointment to clean his ear. Another girl insisted on her grandfather taking a sputum 
test for tuberculosis. There were many such heartening instances, where our most 
loved population took the proverbial bull by the horns, and with a vengeance, too. 
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5. Libraries 


The reading capacity of most of our children, even those from the sixth and seventh 
standards was very low. Many of them had never read a single book besides their 
own text books, and often text books are also shared between friends and 
neighbours. Children struggled to read and to make sense at the same time. To 
avoid letting these partially literate children to slip into illiteracy, we decided to 
start a number of libraries in the area of our work. | 


We started libraries in 10 villages, where we placed around a hundred books each 
(indigenous fairy tales, fables, culture, freedom struggle, science and scientists, 
adventure, socially relevant literature, dalit writer's novels, plays, health 
information, translation of classical literature into Marathi and so on), with the local 
school or with the children, there. Within a year’s time, children who could not 
read well, had read over 50 books each. Teachers remarked upon the increase in 
their vocabulary and ideas. The demand to get new books kept increasing. By the 
end of three years, many children had read over a hundred books each. We 
had to constantly keep exchanging books between the various libraries to 
satisfy the growing appetite of the children. Parents would borrow books for 
themselves through the children’s library (we also had started libraries for adults 
in some villages, and the books on legal rights of women were especially popular). 


Even children from the remote villages started to respond much more positively, 
once the library in their villages took off. They were more animated and their writing 
Skills also improved rapidly. 


6. Environment competitions 


For the past five years, we have been regularly holding inter-school environment 
competitions through the Ministry of Forests and Environment. Every December, 
between 10-15 schools come together and participate in essay writing, elocution 
and poster making competitions at the local high school of Malshiras village. 
Themes such as afforestation, drought, women and environment, waste land 
development, and water resource management have been covered from 1988- 
1992. This has now become an annual and prestigious feature in the area, with 
schools taking keen interest in the competitions and proudly displaying the shields 
and other prizes in their schools. During the competition on the theme of water 
resource management, we got teachers and irrigation officials together with the 
children, to map the water resources in their villages and to prepare models. 


Beautiful models on lift and drip irrigation, and also on water conservation were put 
up by the children. 
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G. CREATING NEW FORMS OF HEALTH EDUCATION 


As mentioned earlier, we did not prepare health education material on our own, 
but concentrated on the entire process of imparting relevant health education in a 
society ridden with caste, gender and class biases. We used already available 
material with suitable cultural modifications. Nonetheless, we experimented a little 
with some ‘forms’ of health education such as puppetry, poster exhibitions, and 
with preparing two pilot wall papers, one for adults and one for children. Our 
experiences with these forms is documented here. 


1. Puppets 


We introduced the use of puppets in our training programme for balwadi teachers 
and with TBAs. String puppets, hand puppets as well as finger puppets were used. 
The initial enthusiasm to use puppets led us to make some puppets on our own, — 
from papier mache, with the help of a local school teacher. The women’s group 
also used puppets on a few occasions, staging a skit on wife-beating and the 
nexus between alcohol vendors and the local police. 


However, we found that women were not very relaxed with using puppets. They 
preferred group activity such as songs or drama. The use of puppets as a regular 
training aid was therefore not developed by us. 


2. Wall papers 


In the second year of intervention, we produced one issue of a wall paper for adults, . 
named ‘Chahul’ (Inkling) and three issues of a wall paper for children, named 
Ful-pakhru’ (Butterfly). 


The wall paper for adults dealt with the theme of self-awareness, raising questions 
about the drudgery and grinding poverty in the region. One central column dealt with 
health education and the last column with government schemes. There was a 
tail-piece on humour. The total words did not exceed 1000. People responded 
positively, and they would have liked for ‘Chahul’ to continue. Due to pressure of 
other commitments, we could not indulge in this creative pursuit, in spite of our 
longing to do so. Perhaps, another day, we will re-initiate the wall paper once more 
in Purandar taluka. 


The children’s wall paper, was very enthusiastically received. We already had 
contact in over 15 schools in the region, and the children saw ‘Ful-pakhru' as an 
extension of our relationship with them. The sections dealt with health education 
topics, aimed at increasing the sensitivity of children to the condition of their 
mothers (smoke through chulhas, for example) and the paper also sought to give 
rational answers to the many questions that pester children’s minds. There was a ‘do 
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it yourself’ section and also a quiz. Children were asked to write letters and creative 
pieces for the paper. 


The response was overwhelming to say the least. The most ingenious methods 
were used to send letters to us. The local postman was given letters to carry across, 
free of cost. Some pasted ‘used’ postal stamps on their letters and others gave 
letters to the local bus drivers to deliver to us. We started receiving dozens of letters 
every week, with plagiarised poems, geometrical designs, questions that baffled 
our educators and staff (for example : why does a black hen lay white eggs!) - in 
Short, there was sheer pandemoniun in ASK for along while, sorting letters, paying 
fines to the postal department (though the postman and driver did carry many 
letters free of cost), and looking through encyclopedia for answers. 


The problem of receiving mail was solved by placing brightly coloured boxes in all 
the schools. Mail would be gathered once a week and answers given in the following 
school health session. 


Our experience with the wall paper showed that teachers, in their well-meant efforts 
to preserve the good work of art, stuck the paper so high up on the walls that no 
child could read it. The reason : “Children will tear it.up, otherwise”. For the same 
reason, Ful-pakhru’ would be kept safely, pinned on the notice board inside the 
glass case, often in the head-master’s room, where children rarely go to, or if they 
do itis to get a scolding or beating (hardly a good time to read a wall paper !). Our 
school health educator had to spend a lot of her energy explaining and convincing 
the teachers that children would not damage the paper. 3 


In short, the limited experience that we had in Producing our own health education 
material was very positive, and we sincerely hope that we will be able to continue 
from where we left, at some later date. 


This chapter has tried to re-captute the main aspects of our work with the people in 
the Malshiras region. Defining fiealth in the broadest possible terms, we tried to 
understand local concerns and made attempts to bring the people together for 


a collective action to pressurise public health services to be answerable to the 
people. 
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CHAPTER 6 
PROBLEMS OF TUBERCULOSIS CONTROL 


To study the base line health situation of the project area, we had looked at the death 
records maintained at each of the 18 gram panchayats. The gram panchayat records 
were neither complete nor was the cause of death, as reported certified by any 
doctor. Our estimate is that only about 60% of all deaths are recorded with gram 
panchayats and the majority of deaths which go unreported are those of infants 
and children, since their death certificates are not required for any land/property 
transfers or for any other claims. 


Whatever be the accuracy or reliability of these records, we found (from the data of 
ten years, 1977-1986) that in all the three PHC area villages covered by our project, 
there were 4-5% of all deaths (on record), where TB was reported as cause of 
death. Though the project area was not a TB endemic area, we still decided to take 
up TB as atopic of health education as well as to develop a deeper understanding 
of the situation surrounding TB in our area. | 


Under the National Tuberculosis (Control) Programme (NTP), which has been 
operative in India for over 30 years now, the tuberculosis control services in rural 
areas are integrated with the general health services at the PHC level. On the 
other hand, the District Tuberculosis Centre (DTC) is responsible for overseeing 
effective implementation of NTP by ensuring (early) diagnosis and (complete) 
treatment of all identified TB cases in the district. 


We studied the field situation in our project area by interviewing as many TB 
patients as possible. We collected a list of TB patients from the three PHCs of our 
project area and added more names to it from the information provided by CHGs 
and other local contacts in each village. In all, seventy-four patients suffering from 
TB were interviewed in 1988. These patients and new entrants on the PHC-records 
were contacted again in January-February 1991 to understand their treatment 
seeking behaviour as well as other problems coming in the way of early detection 
and regular treatment of tuberculosis. The findings are presented below. 


A. DETECTION AND CONFIRMATION OF DIAGNOSIS 


Cough, low grade fever, weakness, loss of appetite and pain in chest are the well 
known general symptoms to suspect that the patient could be suffering of TB. Yet 
only 15-20 percent of the patients interviewed recalled having suffered these 
symptoms. There were some (one in ten) who got to know of the onset of this 
disease with a coughing blood. 
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Even in the base line KAP survey we found that knowledge about the symptoms 
of TB was very poor in Malshiras area, where intensive health education activities 
were taken up later. With the maximum possible score for the questions asked 
about tuberculosis being 9, the modal score at the time of base line was ‘zero’ with 
168 respondents gaining this score. After health education for two years the modal 
score improved to 4 achieved by 86 persons with other 122 persons gaining score 
of (mode+-1). 


Poor knowledge about tuberculosis is largely responsible for delayed detection of 
the disease. We have seen that the village level CHGs lack the appropriate 
training and skills. In the absence of any kit of basic drugs with them, they have 
lost not only their curative function but their role in early detection and regular 
treatment of chronic diseases like TB and leprosy. 


Sputum examination is asimple and reliable method for confirming TB diagnosis. 
This should be possible even at the PHC level since most PHCs now have a 
microscope. Still, we found that the slides are sent to the DTC for confirmation of 
diagnosis. When the results come back to the PHC, the MPW has to locate the 
patient and persuade her/him to report to the PHC for regular treatment. Most 
patients are also sent for an X-ray examination. In 93% cases X-ray was taken to 
confirm the diagnosis, (alongwith sputum examination in 49% cases and without 
Sputum examination in 44% cases). 


B. RUNNING ABOUT SEEKING TREATMENT 


Only 4-6% of the illness episodes come in contact with the public services. When 
patients with symptoms of tuberculosis come in contact with the private 
practitioners, have been either treated with unnecessary antibiotics and useless 
expensive tonics or were sent off to public hospitals, when doctors if they knew 
that the patient is poor and could not yield much money. On the other hand, the 
private practitioners also exploited people’s lack of information and further 
Spread mis-information to promote their irrational practice. 


With fever, Nanda of Vanpuri village, was taken at night toa private practitioner in 
the taluka town. The doctor treated her with I.V. saline and anti-pyretics. The 
next morning he told the family that the woman was Suffering from TB, and that he 
had fully cured her of TB with Powerful and expensive medicines. 


Kanubai, a 45 year old Maratha woman living in a vasti of Supa village, went 
around to private doctors at Supa, Kedgaon and Yewat. Each doctor treated her 
for one to two months, each of them extracted Rs.1000 to Rs.2000 but none of 
them advised her to get treated for tuberculosis. Dr. Bhat of Yewat even prescribed 
blood transfusion to treat her weakness. Her relatives however suspected TB and 
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therefore took her to the district hospital where she was given proper treatment and 
advice which saved her life and money. 


From the TB cases interviewed by us, we found that, except for one private doctor 
at Saswad, no other private doctor ever informed the patient about the disease. 


Private doctors are not responsible, nor accountable to the National Tuberculosis 
Programme. Many of them do not even know the correct drug regimes. On the 
other hand, government health services are in such bad shape that seeking 
regular supply of medicines and advice from a PHC doctor has been a frustrating 
experience for most TB patients. | 


Only when the patients go to the district hospital or the district level TB hospital, 
they come back satisfied with three months of regular treatment and feeling much 
better. These patients were also found to be well informed about the treatment and 
need for regularity. Many of them do retain the treatment record books with health 
messages written in bold letters. 


Our interaction with TB patients has confirmed the fact that they have a very strong 
urge to get better and therefore it is not fair to blame them for non-compliance. 


C. IRREGULAR TREATMENT 


To quote Dr. D. Banerjee, "The NTP is integrated with the general health services 
in a way that it is designed to sail or sink with the general health services”. The 
public health services have totally ignored CHGs who have the potential of 
playing an effective role in early detection and regular treatment of TB patients at 
the village level itself. The positive role of village level workers has been 
demonstrated by various NGO projects. The PHCs are unfortunately ineffective 
on both the fronts i.e. in diagnosis and treatment. 


It has been the experience of Gayatri (32 year old Maratha woman) of Supa, 60 
year old Ganpat of Karhati and many others, that in their first contact with the PHC 
they were given some tablets and some other medicines for four days. When they 
did not feel any better they, on their own or on friendly advice they went to the 
district hospital. 


There are many other social and economic reasons for irregular treatment of 
tuberculosis. The following two cases are very telling in this regard : 


1. 22 year old Sushila of Malshiras was treated for three months by a private doctor 
at Jejuri town (20 kms. from her village) and for yet another three months by a 
second private doctor at Loni Kalbhor (30 kms. from her village) before she was 
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advised to get an X-ray done. For the X-ray, she went to a third doctor at Saswad 
(25 kms. from her village) who.was good enough to advise her to go to the district 
TB hospital and to tell her that the private treatment would be too expensive. 


“Did you go to the TB hospital then?” we asked her. 


“No! | was too scared to go there. | came to know that | would have to stay there 
for three months. How could | leave my kids and stay there? | felt very scared. So 
| went back to Dr. Kamble at Saswad", she replied. 


“Did you take the treatment regularly as advised by Dr. Kamble?” 


“Yes, whenever | had some money with me, | used to buy injections from the 
medical store and get the nurse or a private doctor at Yewat to inject me" 


This had been going on for the last four years. She was still suffering from TB, , 
but there was no one to take care of the kids, nor did they have enough money 
to go to a doctor regularly! 


2. Sangita, a 45 year old dalit woman of Malshiras could complete her full course 
of treatment only because of the consistency of a sympathetic young dalit coctor 
posted at the PHC. Yet she did not feel fully cured. What was the history >f her 
earlier treatment? 


“| went~to Dr. Kamble of Saswad. He took my X-ray and examined my soutum 
and started on the treatment. But | had to buy medicines which | could not . fford”. 


“How often and for how long did you take injections?” we asked her. 
“Twice or thrice every week and for four to five months”. 
“What happened after that?”. | 


“My elder son took me to Satara. There was a good nurse staying near his house. 
She gave me 40 injections”. 


“Why did you stop at 40, why did you not complete the course?” 


“That nurse got transferred and! had also got bored of staying at Satara. | wanted 
to come back to Malshiras’”. 


“| took some injections again when my second son took me to Bombay”. 


“After a year or so when | felt unwell again, Aptebai (a retired nurse at Malshiras) 
gave me injections and then the PHC doctor gave me 90 injections regularly” 


This has been the history of her treatment from 1981 to 1988. Will she ever feel 
fully cured? May be, may be not. 
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D. SOCIAL STiGiw-A 


People in the village are fully aware that if one person in the family contracts TB, 
others in the family are also likely to get it. The stigma of TB is therefore quite high. 


How a TB patient will be treated in the family depends on her/his status in the 
‘family. If a young married woman contracts TB in the first few years of her 
marriage, she is usually deserted by her husband, sent back to her parents’ house 
without a word spoken about the disease and the husband marries again. For a 
young man, the disease is not talked about and all expenditure is made to get full 
treatment as far as possible. Physical isolation to a separate room with separate 
vessels and clothes is common when the patients are past 50 years. 


Shubhada, a 22 year old Maratha woman spent three months at the district 
hospital taking treatment for tuberculosis during which time her husband never 
came to see her. Her father took care of her. By the time she finished her 
treatment, her husband had married again and he refused to accept Shubhada 
back into his family. Taken aback by _ this shock, Shubhada had a nervous 
breakdown and had to spend two months in the district mental hospital. 


No wonder, when anew MPW went around ina village looking for people whose 
sputum test reports were found to be positive, the villagers were so upset that they 
transferred him out of their village to some other area. The MPW also learnt a 
lesson of handling TB work with the community. Sometimes the official PHC list 
of TB patients contains many fictitious names in which people have registered 
themselves, to hide their identity. Yet in spite of the stigma we found avery strong 
urge among patients to get cured of the disease and to live a normal life. 
Unfortunately the medical services, both public and private, do not come up to 
their help. 


E. COMPLETION OF TREATMENT 


lf a TB patient has taken the full course of treatment regularly, and is totally free 
of the disease, the patient and the community should be made aware of this fact 


clearly and convincingly. 


Psychological rehabilitation of the cured patient along with physical rehabilitation is_ 
very important, even so as to educate other patients on the importance of 
regular treatment. 


We found that most patients do not get to know for sure whether they are free 
of the disease or not. Most of the cured patients keep getting bouts of bad cough 
and cold, specially during the rainy season and sometimes fever and chest pain 
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too. This shakes their confidence and worse, the stigma among their neighbours 
and their family members continues. 


Many patients suggested that if the PHC doctor visited the village and told the 
family and the community that he/she was now fully cured, it would go a long way 
in rehabilitating them. 


F. EXPENDITURE ON TREATMENT 


Expenditure incurred on the treatment depends upon the type of services the 
patient utilised. Those who reached the district hospital early did not have to spend 
anything except for bus fares. There were many others like Appa of a Dhangar family 
living in a vasti near Supa, who did not get proper treatment at the PHC and had 
to run from one private doctor to the other. Appa had spent Rs. 12,000/- on five 
private doctors. 


Govindrao of Baburdi had been squeezed so much before he landed up at the 
district tuberculosis hospital (at Aundh, Pune), that he was left with no physical and 
monetary strength to complete his treatment, even after three months of 
domiciliary treatment at Aundh. He explained his state in the following words. 


“At Aundh, they gave me twenty injections and told me to complete the course by 
taking injections and medicine from the PHC. | could not stay longer at the Aundh 
hospital because of economic conditions: | had to take care of my family and 
Small children. Later, | did not have enough strength in my feet even to walk to 
the PHC to take the injections. Therefore | Stopped treatment. Now | am_ totally 
unable to walk. My daughter has left school (9th std.) and she cooks and looks after 
the house. My wife now goes for work and earns for the family. | feel bad about my 
daughter having to leave her schooling, but what can | do?”. 


G. EFFECT OF HEALTH EDUCATION 


In spite of all the stigma about TB, our health educators discussed the symptoms 
of TB and its regular treatment in their health education meetings. They did come 
across initial responses such as. “Why are you talking about this topic? This topic 
does not concern us. Let us talk of fevers or of joint-ache, rather than talking of 
TB". When our educators persisted and explained the importance of issues 
involved in early detection and regularity of treatment, invariably they had a 
person staying back after the meeting to talk about some one in her/his family who 
was a probable or a confirmed TB patient. 
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Health education created a demand Pressure on the public health services. 
Sharada from Mavadi village came to the PHC with an ampule of streptomycin so 
as not to miss a day of her treatment. The nurse in her village from whom she was 
taking injections regularly had gone on leave. The PHC doctor was not present 
and the nurses there were not ready to give the injection without instructions from 
the PHC doctor. There were many such cases who knocked at the doors of 
public health services after the village meeting or as a result of personal sessions 
that our educators had with them. 


Vithoba of Pimpri village came to our health education centre (Arogya Shikshan 
Kendra) at Malshiras, asking us to request the PHC doctor to visit his village to tell 
his family and neighbours that he was now totally free of. the dreaded disease. 
He was carrying a certificate to that effect from the district TB hospital. Many 
others came up to our educators with such requests. Unfortunately the response 
of the public health services was frustrating. 


In one case of Rajuri village, one middle aged person himself came up to our 
educator after a health education session and Said, “From whatever you have 
explained today, | feel that | have TB“. When the educator asked him to go to the 
PHC, the patient wanted the educator to accompany him to see the PHC doctor, 
more so since the educator was also from the same village. 


As a Strategy to avoid dependence of people on educators, normally the latter did 
not accompany every patient. In this case the educator told about the patient to the 
PHC doctor. In spite of this briefing, when the patient came to the PHC and 
narrated the symptoms to the doctor, the doctor missed the diagnosis and sent 
back the patient with cough mixture and a prescription for tonics. The patient 
however approached our educator again saying that the doctor had not treated him 
for TB, a fact he understood, since he had listened to every word of health education 
very carefully. On the next occasion when the health educator himself accompanied 
the patient and spoke the doctor, the patient was sent for sputum and radiological 
examination. 


With this state of public and private health services in the rural areas, and the social 
and economic problems being as they are, how can we continue to blame the 
patients for non-compliance on their part? People need to be educated that to get 
treatment for TB, is equivalent to their right to live. 
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_ SECTION THREE 


Results and Findings 


Chapter 7. Findings of KAP Survey 
Chapter 8. Utilisation of Health Services 
Chapter 9. The Process of Change : 
ANC Education -- A Case Study 
Chapter 10. Field Testing of Materials and 
Media for Health Education 
Chapter 11. The Limits and Strengths of 
Health Education 
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CHAPTER 7 
FINDINGS OF KAP SURVEY 


_ The KAP information collected from the baseline and_ final Surveys served two 
purposes namely - a) of identifying the knowledge gaps (with respect to attitudes, 
practices and beliefs) where educational inputs were necessary and b) of acting as 
an evaluation tool to study the impact of our health education. 


The findings of KAP were supplemented by qualitative observations through 
an on-going interaction, with the community, during the project. 


For comparison of the baseline and final KAP surveys, we have quantified the data 
by assigning numerical scores to the responses received to the KAP questions. The 
findings of this analysis are presented in this chapter. 


ANTE-NATAL CARE 


Health education of pregnant women and the community at large formed a major 
component of our activities in the Malshiras PHC area. We had a full time ANC 
educator, who went from village to village, holding small group meetings and 
individual sessions with women, their in-laws and other decision makers. She 
covered the entire range of information from nutrition, to high risks and from ~ 
explaining the three stages of labour to helping women prepare a ‘safe delivery 
kit’ at home. Immunisation of woman and child, and also adverse effects of 
medication were discussed. The details of this educator's work are presented in 
detail, in another chapter, where we have studied the ANC _ intervention 
qualitatively, to assess the ‘process’ of our health education and 
correspondingly, the gradually evolving response from women. 


For three years;.we also met most of the traditional and trained birth attendants 
of the region, speaking to them once a month, about identification of high risks in 
pregnancy, aseptic delivery and _ the necessity of immunisation and 
supplementary nutrition during and after pregnancy. Breastfeeding and weaning 
foods were also discussed. 


_ The evaluation of this indicator was thus crucial for our own understanding. It is 
interesting to see how clearly the shift in KAP values has occured in Malshiras, our 
area of intensive intervention, as compared to Parinche area, which was the 
‘control’. | 


Queries related to care in pregnancy were covered in various sections of the 
questionnaire (please see annexure). Responsibilities of health workers towards 
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pregnant women, attitudes and practices related to tetanus toxoid, self- 
identification of high risks, health services utilised during pregnancy, and perception 
of good ante-natal care were covered through the numerous questions asked to 
women. 


The maximum score possible in this section was 23. At no point in the two areas, 
did any one reach this score. In the control area, during the baseline, in 1987, the 
maximum score gained by a single individual was 20, whereas in the final survey, 
two individuals scored a maximum of 19. The maximum score had not increased. 
In Malshiras region, during the baseline survey, two individuals had scored 18 
each, whereas during the final survey, one person scored 21. The maximum had 
increased by 3 points. 


- However, when the margin is so thin, it is possible to be misled by any artifact, 
and so one has to see the mode andthe median, to find out whether health 
education had positively influenced a large majority of the people. In Parinche 
area, the median remained 13 during both the surveys, whereas in Malshiras 
area, it increased from 10 to 13. The mode in Parinche remained at 14, whereas the 
mode in Malshiras shifted from 11 to 14 during the two surveys. Whereas 48 
people were in the earlier mode of 11 in Malshiras, there were now 69 people 
in the highest score of 14. One can say with some confidence, therefore, that a 
number of women did benefit by the work of the ANC educator. For a better 
representation, please refer to the Table below. 


Table: 7.1 Changes in KAP Score 
Ante-Natal Care 


Malshiras Area Control Area 


score Frequency Score Frequency 
Maximum Score’ | fiend) 1(2) 20(19) 2(1) 
Median Score 13(10) 63(54) 13(13)  44(59) 
Modal Score 14(11) 69(48) 14(14) 65(59) 
Mode +3 17(14) 148(125) 16(16)  74(126) 
Mode -3 11(8) 132(130) 11(11)  148(132) 


Notes : 1. Maximum Possible Score = 23 


2. Figures in brackets are for the Base Line Suey of 1988 whereas 
those outside refer to Final Evaluation Survey carried out in 1991. 
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SUPPLEMENTARY FEEDS 


As in many other regions, we found that the problem of malnutrition among 
young children started around the age of one year, when breastfeeding is 
inadequate, or not possible for various reasons, and when supplementary weaning 
foods are not well introduced. The education to introduce weaning foods that are 
nutritious, locally available, easy to prepare (and to feed), and which are 
economically liable, formed an important part of our health education activities. 


Our educators cautioned against the use of expensive baby-foods and non- 
nutritious foods such as_ biscuits and chocolates. They helped families to 
prepare a home-made weaning food containing cereals and pulses. This roasted 
mixture can be easily stored in powdered form and can _ be quickly cooked to 
desired consistency. | 


Many women, even the elderly, asked with interest for the recipes of nutritious 
foods for infants and children. Our general impression, however was that the 
concept of introducing weaning foods before the age of one year was rather 
difficult for people to accept and to follow. Most of the household works in the fields 
throughout the day and soit is much easier to start on regular ‘bhakri’ (made from 
unleavened dough of jowar or bajra), after the baby has started teething. 


Our experience with motivating women to breastfeed on the first day after delivery 
also did not meet with great success. The women who were in regular contact 
with us, especially those who were active in the Mahila Mandals that we formed, 
were agreeable to start on such an “unheard of” practice, but the others nodded, 
only to be polite to us. 


Predictably, the KAP scores in this topic did not change significantly, through our 
intervention. It is interesting to note that even in the baseline survey, people from 
both the areas scored well, showing perhaps that this is one cultural practice that 
does not easily result in practical change, in spite of information being available. 
The medians in both areas shifted by one (Parinche from 8 to 9, and Malshiras 
from 9 to 10), indicating that our health education efforts did not have a serious 
impact, at all. In both areas, previous to our ‘education’, at least one person had 
scored 15 out of the maximum possible 16 scores. 


At first sight it appears that the level of awareness in both areas was saturated and 
thus one could not have expected a further increase. Our practical experience 
showed that even after the baseline, the supplementary feeding practices for 
infants was not adequately good, and that infants rapidly lost weight upon 
withdrawal of breastfeeding. As suggested earlier, the ‘knowledge’ does not change 
practices rapidly, if the former is culturally incompatible. We hope that the few 
women who decided to introduce nutritious weaning foods early, would be agents 
of change, through word of mouth, and the actual observation of weight gain of 
well-fed infants would encourage other women to do the same. 
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TUBERCULOSIS 


Early detection and compliance in treatment were found to be the major obstacles 
in dealing with tuberculosis in the region. The public health services at the village 
to tehsil level often did not have enough stocks of medicine, and private 
practitioners often prescribed irrational and ‘quick’ remedies to salvage their 
reputation. This included cough mixtures to corticosteroids. Patients in many 
villages were registered under false names to escape stigma, and our educators 
had to heavily disguise the visits that they made to patients’ homes, to encourage 
uninterrupted treatment. 


At the village level, health education about tuberculosis helped to bond our 
educators with the government health workers. The health workers gave 
information about the patients and the educators added to the ‘targets’ of the 
workers whenever they identified someone with TB. Patients learned to trust our 
educators, and we would always have patients coming home, asking as to where 
they should go to get their next supply of medicines. This was unfortunately one 
area in which the health services could create no back-up for any of the awareness 
that our educators were creating. Going to Pune, the district headquarters, to 
Sassoon (public hospital) or to the district TB hospital, seemed to be the only 
option, however expensive that may be. In an independent study of the area, we 
found that only two of the 27 TB patients in Malshiras area had been completely 
cured. Most had died of the disease (some of the dead still featured on the list of 
‘beneficiaries’ in the govt. register on TB). 


It is difficult to explain to people that TB is curable, when they have hardly ever seen 
any one with the disease get well. We were pleasantly surprised therefore when we 
saw that our health education had actually created an impact with people from 
Malshiras area. Several new cases of TB were registered, and people with 
possible symptoms would approach the educators in confidence and would ask 
to be checked-up. Pressure was also created on the PHC to get sputum slides 
diagnosed and to bring drugs from the district authorities. 


The maximum score possible in the topic on TB which covered queries related to 
symptoms, spread, treatment and prevention, was 9. A large proportion of people 
reported a zero score, in both areas (20-30 %), before and after the intervention 
period. The maximum score in Parinche rose from 6 to 7 and in Malshiras from 
7 to 8 (barely a couple of individuals in each category). In Parinche the median or 
the mode did not increase, but in Malshiras they did. The median here went up 
from 2 to 4, and the mode from 0 to 4. Persistent health education did 
apparently have its own impact, despite poor referral services. 


When a consolidated table is prepared on TB and BCG scores, one finds that with 
a maximum score of 19 possible, there is a definite change in responses from 
Malshiras after the intervention period. The maximum response went up from 14 to 
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16, the median from 5 to 6, and the mode from 5 points to 10. In Parinche area, all 
the scores stayed constant during both the surveys. 


Table : 7.2 

Change in KAP Score 

Tuberculosis 

Malshiras Area Control Area 

Score Frequency Score Frequency 
Maximum Score 16(14) 1(4) 15(15) 1(5) 
Median Score 6(5) 26(42) 8(10) 39(44) 
Modal Score 10(5) 41(42) 9(12) 57 (69) 
Mode +2 13(7) 49(59) 11(14) 79(61) 
Mode -2 7(3) 67(68) 7(10)  93(88) 


Notes : 1. Maximum Possible Score = 19. 
2. Figures in brackets are for the Base Line Survey carried out in 1991 
those outside refer to the Final Survey carried out in 1991. 


IMMUNISATION OF CHILDREN 


Health workers as well as people were motivated so as not to miss any dose in 
immunisation and the importance of booster doses was explained. The fear of post 
immunisation fever in infants was discussed (fever as a defence mechanism) and 
young mothers and grand-mothers were encouraged to complete the entire 
schedule of the baby’s immunisation. Health workers were requested not to push 
family planning messages too hard in an immunisation camp, because we found 
that it is one reason why women avoid these camps. 


A detailed note on people’s actual utilisation of immunisation services is 
presented elsewhere in this report. Here we are only presenting the response of 
people to our health education in this topic. 


Queries regarding the diseases immunised through the triple antigen, (tetanus, 
whooping cough and diphtheria), poliomyelitis, and measles were posed to see if 
people had learnt to identify the illness with the immunisation. This was naturally 
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with the desire to increase people’s demand for immunisation from the public health 
services. 


To study as to whether our health education had had any real impact on 
immunisation acceptance, we also followed up every immunisation camp in each 
PHC area for three months, every consecutive year. The findings of that survey are 
reported elsewhere in this report. 


In the KAP survey, questions regarding symptoms, spread, the mode of infection, 
which part of the body was affected, treatment and prevention, were posed for 
each individual disease. 


A separate table of questions related to the individual immunisation was also 
asked. This section covered questions such as in what form the dose was given, 
to protect against what, given to whom, on which part of the body, how many 
doses were necessary, at what age, the cost for immunisation, where it was given, 
whether booster doses were required, etc. The questions were asked for each 
individual immunisation. 


Table: 7.3 

Change in KAP Score 

Immunisation 

Malshiras Area Control Area 

Score Frequency Score Frequency 
Maximum Score 27(35) 1(1) 37 (36) 2(1) 
Median Score 18(16) 13(12) Sco) 37 (29) 
Modal Score 23(0) 23(91) 28(27) 50(44) 
Mode +5 28(5) 80(20) 33(32) 72(109) 
Mode -5 18(-) 63(-) 23(22) 50(122) 


Notes : 1. Maximum Possible Score = 43. 
2. Figures in brackets are for the Base Line Survey of 1988 whereas 
those outside refer to the Final Evaluation Survey carried out in 1991. 


The individual scores for each disease and the corresponding immunisation are 
given below. 


Triple (DPT) 
The maximum score possible was 11, there was no perceptible change in the 


scores of Malshiras, as compared to Parinche area. 
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Polio 


In the control area, the maximum response went up from 7 to 9 (the maximum score 
possible being 9), whereas in the project area, it went up from 6 to 8. A very high 
proportion of individuals retained a score of 0 in both areas, though in Malshiras, 
the number of respondents with a0 score in the baseline (247) went down to 166. 
In Parinche, there was no significant difference in the baseline and the final (145 
to 127). The mode did not change in both areas after the intervention period, but 
the median in Malshiras shifted more (0-2) as compared to Parinche (3-4). 


A consolidated table of responses to polio and immunisation against it however 
shows a Shift in the maximum response from 15 to 17 and of the median from 6 to 
7. The maximum score possible was 20, in this case. In Parinche region, except the 
median that shifted from 9 to 11, there was no other change. 


Tetanus 


The maximum score possible was 10. Except for a minor shift in Malshiras area in 
the maximum response (6-7), there was no significant change in any of the other 
figures, in either area. 


Whooping cough 


in both the areas the maximum response score did not increase. (The 
maximum possible was 8). However, in Parinche, the number of people reporting 
the maximum response of 6, dropped from 14 to 2 in the two surveys, whereas in 
Malshiras, the number reporting a score, also of 6, rose from 3 to 13. The mode 
and the median, both dropped (7) in Parinche area, whereas the mode increased 
in Malshiras from 0 to 3. The median did not change in Malshiras, remaining constant 
at a score of 2 points. 


Diphteria 


The maximum attainable score in this section was 8. Around half the people in both 
regions retained the score of zero points even after the survey. The median and the 
mode shifted in both places by one point, and in Malshiras the maximum score 
increased from 5 to 6. No significant impact of our health education activities had 
occurred in the understanding of this disease. 


Measles 


Both regions retained the maximum response of score 7, before and after the 
intervention, the maximum possible score being 9. In Malshiras though the number 
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of people attaining the score of 7, increased from 1 to 12. Neither the median, nor 
the mode got affected by our health education, remaining constant in both regions. 


BCG and polio immunisation 


In both these topics, there was no significant change in either area, indicating 
that health education had no impact on the KAP scores. 


' DIARRHOEA . 


As in other deprived regions, we found diarrhoeal diseases not only rampant, and 
life threatening to people in the extreme ages, but also that the treatment of these . 
diseases to be quite irrational and very expensive. “Filling in a bottle of saline“ was 
an accepted remedy for many illnesses, including weakness, but its consequences 
were most apparent during diarrhoea. People by now have been exposed to the 
constant wall writings on ORT (by the public health services), but whether 
people really see the connection, and prefer it to a bottle of saline has yet to be seen. 


Our educators concentrated on explaining the physiological and social aspects of 
diarrhoeal diseases, and demonstrated the preparation of ORT. Parents were 
encouraged to use ORT, and its life saving properties were explained, without in 
any way victim blaming the already overworked mother. The association of water 
(non-potability, lack of drinking water, women’s constant search for water in our 
drought prone region, and the politics of water distribution - irrigation versus 
drinking water) with diarrhoeas was talked about, and various methods of water 
purification were discussed. 


The KAP questionnaire posed queries regarding the disease, its spread, treatment 
sought (including home remedies), ORT and water purification. The responses to 
the individual sections are presented separately. 


1. The disease 


The questions were related to description of symptoms and how to differentiate 
diarrhoea from dysentery. Respondents tended to merge the symptoms of both and 
treat it as a combined problem of ‘Shem-julab’ (dysentery-diarrhoea). Identification 
of dehydration was also asked. 


With a maximum score of 13 possible, the highest response in Parinche did not 
change, whereas in Malshiras a marginal increase of getting 13 people to score 
11 points as against 1 in the baseline took place. In Malshiras a slight shift in the 
mode also took place (6-7), whereas the mode in Parinche remained constant at 6. 
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2. Spread of disease 


Respondents were asked if diarrhoea was communicable and if so, how. The 
maximum score possible was 6. In Parinche, the number of people who scored zero 
inthe baseline increased during the final Survey (83 to 190), whereas in Malshiras, 
the number dropped from 178 to 89. The mode increased from 1 to 2 in Malshiras, 
whereas in Parinche, it stayed constant at 1 points. 


3. Treatment of diarrhoea 


Our educators had encouraged people to use home-made nutritious remedies 
for diarrhoea, such as rice kanji, lentil soup with jaggery and salt, and had advised 
to continue breast-feeding the child through the illness. People were also 
encouraged to tell us the various home remedies they used during diarrhoea. 


The educators had also warned against dehydration, how to identify it, and how 
to correct it. Injections, tonics and intra-venous drips were discussed and the 
rationality/irrationality of these remedies were debated upon. 


Respondents from Malshiras area scored well on the rational treatment of 
diarrhoea, after the health education inputs. With a maximum score of 9 possible, 
the maximum response _ in Parinche stayed at 6, whereas it shifted from 5 to 6 
in Malshiras. The mode and the median also shifted@by one point in Malshiras region. 


4. Oral Rehydration Therapy 


Respondents were asked about the dangers of dehydration, knowledge about 
ORT, and how to prepare and administer it. The maximum possible score in this 
section was 7. In Malshiras region the mode as well as the median shifted from 
0 to 4 respectively, whereas in Parinche it stayed constant, and actually even 
dropped. The number of people scoring O points in Malshiras reduced from 214 
to 127. In Parinche, in fact the number of people scoring zero increased over the 
two surveys. 


5. Water purification 


Water samples taken from Malshiras village showed every water source to be non- 
potable, and in fact teeming with most of the enteric pathogens. Boiling of water 
proves very fuel expensive and impractical in rural lives. We motivated people to 
boil a small amount of water at least for the smallest children in the household. 
Our observation showed that in a moment of crisis, all this health education, 
including well water purification was accepted by people, but reluctance to do the 
same grew as soon as the epidemic or illness disappeared. 
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Wherever we formed Mahila Mandals, the women insisted upon the village wells 
being purified. In Vanpuri, the women brought pressure on the PHC staff to clean 
all their wells. They waited at bus-stops for the worker, came to the PHC, which 
is 20 kms. away, and insisted upon learning the technique of water purification 
from the health worker. They then made the village panchayat stock the bleaching 
powder and used it whenever needed. 


In another village, Naigaon, when we intervened in a gastro epidemic, people 
immediately got every water source cleaned up. Two adults anda child had died 
that year, and so the inclination to use chlorination “in spite of the bad smell’, was 
present. 


In the KAP survey, the maximum score possible in this section was 5. The maximum 
response did not change in Parinche area, but in Malshiras, the number of people 
gaining 4 points (the maximum response) increased from 50 to 261. The median 
did not shift in Parinche, remaining at 3, but in Malshiras it shifted from 3 (176 
people) to 4 points (241 people). The modes shifted upwards by one point in both 
areas. Looking at the scores and at our observations, one can Say that health 
education on water purification was accepted by people. 


A consolidated table on all aspects related to diarrhoea, shows that with a 
maximum score of 40 possible, the maximum response in Malshiras shifted from 26 
to 29, the median went up from 11 to 17, and so did the mode. In Parinche area, 
all these figures stayed static, indicating a positive impact of health education in the 
project area. 


MEASLES 


Measles is considered the wrath of a goddess, and itis supposed to be nature's 
way of getting the ‘heat’ out of the body. Health education regarding immunisation 
to prevent measles thus proved difficult. It is believed that it is good to get measles 
at least once in one’s lifetime, and the earlier the better. To ‘suppress’ the 
outbreak by immunisation was not a readily accepted message. Our educators 
had to persevere to explain the importance of measles immunisation. 


The educators had to talk about post-measles complications, such as the possibility 
of a respiratory infection (including pneumonia) and about malnutrition and night- 
blindness. People were requested to take care of the infant after measles, by 
feeding nutritious food, and to look out for dangerous symptoms. 


The KAP schedule posed questions regarding the beliefs related to measles, 
its spread, how it affects the body, whether it is preventable, immunisation and the 
connection between measles and post-illness complications. The detailed responses 
to each section are presented below. 
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1. Acceptance of ‘new’ beliefs regarding measles 


With a maximum score of 8 points possible, the median as well as the mode shifted 
one point upwards, in Malshiras (from 3to 4, respectively), whereas in Parinche, 
both these indicators remained constant at 4 points. 


2. Immunisation against measles 


This indicator showed a dramatic change after the health education intervention 
process. In Parinche, neither the maximum score changed (maximum possible 
being 11 points), but in Malshiras, it went a point up from 9 to 10. The number of 
people getting a zero score in Malshiras dropped from 139 to 90, but in Parinche, 
it rose from 41 to 72, inthe final survey. The median and mode values remained 
Static in Parinche at 7 points, but in Malshiras the median went up from 5 to 6 
and the mode from zero to 7 points. The perseverance of the educators seems 
to have paid off in this topic, and we hope that the PHC provides the back-up 
services when people demand the measles immunisation after the health education. 


RESPIRATORY ILLNESSES 


As is well-known, respiratory infections account for the major reason of infant 
deaths and so we dealt with the issue, when we talked of post-measles 
complications. People were taught to identify a serious infection from the smell 
and colour of phlegm and also by observing the breathing rate of infants and 
children. In the local dialect, pneumonia is called ‘potat-la’, (‘in the stomach), 
because it is the stomach that heaves during the attack. 


Since our entire focus was on preventing deaths due to respiratory infections, 
we tried to help people relate a particular type of cough with a particular illness, 
when to use home remedies and when to go to the PHC. Observation of fever, 
throat pain, blood, panting sensations and so on were talked about, and people's 
perception of mild and serious infections were also discussed. 


The maximum score possible in this topic was 13. There was no perceptible change 
in any of the score in Malshiras as compared to Parinche area, and so one may 
say that our long drawn health education efforts did not have any impact on 
people’s perception of identifying dangerous symptoms in respiratory illnesses. 


NIGHTBLINDNESS 


This topic was covered extensively through our school health education efforts, and 
the report of that activity is presented elsewhere in this report. Our educators also 
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spoke about this nutritional deficiency, drawing upon the local custom of feeding 
greens to bullocks when they show symptoms of nightblindness. 


Pregnant women are so prone to nightblindness that it is considered normal. It is 
believed that when the goddess Paachvi is worshipped on the fifth day after 
delivery, the mother’s eyesight is restored. When pregnant women, motivated 
by our health educators took Vitamin A, and were able to see at night, the former 
were quite amazed. 


In the KAP questionnaire, we posed queries regarding the symptoms of the 
deficiency, whether it is communicable, curable and preventable. Benefits of eating 
leafy vegetables and coloured fruits, as well as knowledge about Vitamin A 
supplement and dosage were asked about. 


The maximum possible score was 13. In Malshiras region, the median shifted from 
4 to 5 and the maximum response from 11 to 12 points. As compared to Parinche, 
no other significant change occurred in the project area. A better qualitative 
assessment of our health education on nightblindness is presented in the chapter 
on school health education. 


TOTAL SCORE OF THE KAP SURVEY 


When all the responses are put together, a maximum score of 215 points is 
possible. Malshiras area shows a marked difference in responses from the 
baseline to the final survey, as compared to Parinche. 


The median in Malshiras rose from 71 in the baseline to 86 in the final survey, as 
compared to the Parinche median that remained constant (94 - 91). 


The mode in Malshiras went up from 76 points to 97 points in the final survey, as 
compared to that of Parinche which rose from 97 to 100 through the two surveys. 
(Figure 7.1). | 


CONCLUSIONS OF THE KAP SURVEY 


1. It Seems as though Parinche was a much ‘better’ area to begin with, because 
often, the scores in the baseline were higher for the Parinche region. 


2. Our health education in Malshiras region did have some impact on the KAP 
scores. 


3. The maximum impact that we had was in the area of ante natal care, because 
we had a full time motivated person going from village to village, speaking to 
women and decision makers in the family. 
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4. Our impact was also favourable in the area of education regarding tuberculosis. 


This may have been because we followed up with the subsequent treatment and 
also helped to identify TB at an early stage. 


5. Where it was not possible for us to provide services, or to ensure the availability 
of good services from the public health department, our KAP scores have not 
changed very much through our intervention. 


6. When people cannot see aparticular disease, such as diphteria, or polio (these 
are not very common sights), they tend not to remember the symptoms or the 
details. ; 


7. When messages are not culturally compatible, such as breastfeeding on the 
first day after delivery, or introducing nutritious weaning foods as early as four 
months of age, the messages tend to get rejected. At most, the messages are 
learnt, but not necessarily applied in practice. 


8. Quantitative methodologies tell only a part of the story. A good qualitative 
judgement is also required to assess the impact of one’s work with the people. 
People should necessarily participate in our evaluation, so that not only do we 
learn about our impact (or lack of it), but also ways to improve. Teaching and 
learning then become a continuous two way process and the methodology or 
‘process of intervention’ become equally important criteria for evaluating one's 
work. With this in mind, we studied ANC education as acase study, and charted 
out the day-to-day responses of people (and the educator), to see the gradual 
changes and evolution of teaching and learning (mutual two way interaction) 
methodology. 


9. Throughout intervention we felt that two years is too quick to assess the 
‘impact’ of health education in a community. Though we had selected our 
indicators with care (selecting those that were possible to affect within two years and 
those which were sensitive enough to be evaluated), and though we have seen a 
positive shift in KAP scores, we feel that it is really not possible to ‘change’ people's 
attitudes to disease and its management within such a short while. 
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CHAPTER 8 
UTILISATION OF HEALTH SERVICES 


The actual utilisation of health services, by the people, inthe regions of our activity 
were studied through three independent observations and surveys. 


FIRSTLY, we studied the socio-economic background of the people by conducting 
a 100% household survey of four villages in each of the three areas of our study 
(Malshiras PHC area, where our interaction was intensive, Supa where we worked 
along with the government health workers and Parinche PHC area where we had 
no health education inputs, but which we studied as a control area). An analysis 
based on caste and economic differentials would help us to understand the 
unequal access (if any), to medical and health services, both public and private. For 
the same reason of understanding unequal access, we studied main villages 
(gaothan in Marathi) that were accessible by public transport, and “vastis” or sub- 
villages (hamlets) that were not. 


Our cursory observation of utilisation of the PHC’s OPD services showed that 
majority of the patients came either from the village in which the PHC was located 
or from very close-by villages. Unfortunately our PHCs are often located at the 
end of tehsils, and so they cover a cone like or afunnel shaped area instead of 
a more rational concentric area. People from distances go to other PHCs, where 
they are not welcomed because they are not in the target population of any of the 
-health worker’s indicators, especially those of family planning. We therefore took 
care to select villages that were at various distances from the PHC in question. 


It is also a well-observed fact that the placement of the PHCs is a political issue, 
and sometimes it is the weight of the local leader than the rationality that determines — 
as_ to which village will ‘get’ the PHC. This is true at least of the PHC where we lived 
and worked with closely for the last five years. Since the size of the village normally 
determines the development of various services like post office, high school, 
weekly market, bank, and the PHC sub-centres, large villages are also frequented 
by private practitioners more often than isolated, small villages. Therefore we 
gave importance to the criterion of village size in our sampling. 


In effect we studied four villages in each area, one large, one medium sized and 
two small, which were varied in terms of access and which were located at varied 
distances from the PHC. Not more than one village in each area had a sub-centre 


located in it. This was again to study access in the presence (or at least expected 
presence) or absence of the ANM. 


Since the four villages in each area were well representative of the others, too, all 
the data for the villages are culled together, unless we are specifically looking for 
varied access, as elaborated above. 
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SECONDLY, we studied the actual utilisation of immunisation services, by 
attending every camp for three consecutive months, each year. This gave us an 
understanding of the trend of utilisation of one of our crucial indicators. We were not 
expecting to see a marked increase, because two years spread over a 60,000 
population, with so many health education topics was not going to bring about 
immediate changes. This observation was more to see the direction in which 
utilisation moved, and whether it could be because of our presence and inputs. 


THIRDLY, we observed the Malshiras PHC for two consecutive months and Supa 
PHC for three consecutive months to see the actual utilisation of the OPD services, 
there. Since the doctors kept changing (Malshiras is a ‘punishment’ placement of 
sorts, because of the bleak living conditions there), and the competent doctors who 
came there were in a hurry toleave, the utilisation of the PHC services there was 
highly erratic and it was a factor outside our control. In another section. We are also 
presenting a case study of why women’s utilisation of the PHC suddenly decreased, 
due to the fact that a PHC doctor was allegedly molesting and misbehaving with 
the women patients. | 


Since most of the factors, such as distance from PHC, caste, class, gender 
and availability of transport remained the same, it is naive to expect that a little 
health education will perform a miracle. The other factors, such as availability of 
doctors and health workers, their pre-occupation with family planning targets and 
their attitudes and concerns towards the people were outside our direct influence. 
One could only get people, especially from the deprived sections mentioned above, 
to create pressure on the public health services. Sometimes the system yielded, 
and sometimes it did not. 


The process of giving information to the people ina manner that they feel confident 
(factually, emotionally and collectively) to take on such a big and on-going task isa 
very long drawn process. We feel confident that we have initiated such a 
process, but the effects will be seen gradually. We did not want to take the soft 
option of guiding people to private practitioners, because we feel that only the 
public health services rightfully belong to the people, since all people pay taxes in 
one form or the other only so as to receive optimum services from the state. Also 
we feel that only the public health services can ever be accountable to the people, 
because they are not motivated by profit or greed. Rational therapy is more 
possible in government services, for the same reasons. All our efforts therefore 
were directed towards liaisoning between the people and the public health services. 


In this chapter we are presenting the observation of the three surveys mentioned 
above, to give amore comprehensive picture of access to and utilisation of health 


services by the people of our area. 
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i. HOUSEHOLD SURVEY OF TWELVE VILLAGES 


1. Caste structure 


The caste structure is more or less similar in all the three areas of study, with the 
cultivator castes - Marathas and Malis being numerically dominant (71-77% of 
the total population). The proportion of Muslims is between 0.9 to 3.9% and that of 
the other eleven balutedars is between 20 - 25% of the population. The bulk of the 
population is from the Maratha caste, and inthis caste is vested the economic, 
social and political power of the region. A few villages in Parinche area are 
predominantly Mali, but that is the exception that proves the rule. 


2. Caste-wise residence of the people 


As in most villages, people stay in caste clusters, with a fairly clear demarcation 
of area within the village. In our region, at least this is the general picture. 
Furthermore, most of the artisan castes (or ba/utedars - inthe jajmani system), who 
are either landless or marginal farmers, live in the main village or gaothan. The rich 
farmers (Marathas) also live in hamlets or wadis in their fields outside the village. 
Around each rich family there gradually builds a cluster of households, which may 
be their own extended family or the farm labourers. 


Malshiras village has 12 wadis. Of the 3500 or so population, less than a thousand 
live inthe gaothan. Most of the balutedars, however live in the gaothan. Even in 
the gaothan the Marathas outnumber the other castes put together, so one can get 
a picture of the numerical strength of the Maratha caste. 


Malshiras village is representative of most other villages in the region. This can be 
seen from the data collected over the twelve villages. In all the three areas put 
together, 95% of the artisan castes stay in the gaothan. Most of the scheduled tribes 
also stay here, and together they constitute between 18-20% of the gaothan 
population. The Muslims and ‘upper’ Hindu castes account for only 4% of the 
population, with most of these living in the main village. 


The Marathas, on the other hand, are the dominant population in all places. Of all 
the Marathas, 54% stay in gaothans and the rest inthe wadis. They account for 67% 
of the gaothan population and 86% of the wadi population. 


3. Literacy among the people 


Among Maratha men the literacy is 40%, so one can see the education available 
to the most privileged section here. Naturally, illiteracy is highest among the 
nomadic tribes, such as Dhangars, Wanjaras and Garudis, as well as in the settled 
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tribes such as Kaikadis, Wadaris and the Ramoshis. Overall, the literacy is higher 
in Parinche area, but in Supa, it is even lower than that in the Malshiras area: 


As expected, illiteracy is more rampant in the wadis as compared _ to. the 
gaothans, and of all the girls who have studied beyond the seventh standard, 
80% are from the gaothan. To put the figure in perspective, only 3.7% of all the 
girls in the gaothan and 1.5% of those in the wadis have been educated beyond the 
seventh standard. 


The literacy level of women in all the three areas is low, never above 35%. Among 
the privileged castes itis between 21-35%, and in the artisan families it ranges from 
16 - 24%. 


4. Occupation of the people 


68% of all the people who stay in the gaothans are engaged in agriculture, 
whereas 82% of the wadi residents quoted agriculture as their main occupation. 
None of the people who go for wage labour were found to be educated beyond 
the seventh standard. This is true of people in all the three areas. We have also 
personally observed as to how children, especially girls are withdrawn, when the 
effect of drought is most severely felt, i.e. in summer, and when the _ family 
members, inciuding school going children have to go many miles away for daily 
wage labour. Once a child loses touch with the curriculum, it is quite difficult for 
her/him to re-enter school, and thus the child becomes a full-fledged wage earner for 
the household. 


Unemployment is a ‘perception’ of those who are school educated. Those who 
do tough daily wage labour, or work for small sums of money, or are engaged in 
housework, rarely perceive themselves as unemployed. It is the educated, in 
search of some gainful or decent employment, who find themselves ‘without’ 
a job. Thus the actual reported figures of unemployment are grossly understated, 
if compared with reality. We found a reported 4.3% of unemployment in the three 
areas, and we ourselves do not believe this figure. The highest reporting of 
unemployment came from the respondents who were educated upto and beyond 
the 12th standard. 


5. Illness of the people 


For people above 65 years, pains and aches was the highest reported illness 
category. Between the ages of 55-64 years, digestive disorders was the main 
illness. Among all the age groups, in all the three areas, fevers, digestive 
illnesses, upper respiratory tract infections and pains were the main _ illnesses 
reported, in the order mentioned above. 
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Women reported pains more often than men did and men reported respiratory 
infections more often than women did. An earlier study that we had conducted in 
this area, namely ‘Women's Work, Fertility and Access to Health Care’, had 
revealed that women suffer more from chronic illnesses as compared to men. Most 
illnesses of rural poor people, especially women are really manifestations of over- 
work and malnutrition. Since chronic illnesses of this nature have no cure, 
sometimes these illnesses are even ‘forgotten’ to be mentioned during an interview. 


Gynaecological illnesses are grossly under-reported, as was expected ina 
structured quantitative methodology. However, we have made_ independent 
observations, which show that menstrual disorders, sexually transmitted 
diseases, infertility, importance of husband, reproductive — tract infections, 
problems arising out of unsafe abortions and post tubectomy sequalae are common 
and that all these problems are silently borne by women. The effects are physical 
and emotional illness and severe sociological and personal consequences such 
as desertion, bigamy and marital violence. We have observed many problems 
arising out of sexual abuse, too. 


6. Treatment seeking behaviour 


In Supa area, where the PHC was quite well-managed, utilisation of public health 
services was 5.4%. In the other two PHCs, people used government services only 
for upto 4.6% of all illness episodes. In 70% of all illnesses, people approach 
private practitioners. This is true of all castes and even of the very poor. We have 
seen people incur large amounts of debt during illnesses, and ironically, they get 
unnecessarily expensive, invasive and sometimes irrational treatment at private 
clinics. 


Since the public services are dysfunctional with doctors or drugs being unavailable, 
quite often, people have no choice but to utilise private medical care. 


Table : 8.1 
TREATMENT SEEKING BEHAVIOUR 

SUPA MALSHIRAS PARINCHE 
Treatment order ] Il I Il ] I] 
No Treatment 23 7.4 14.3 1.0 15.0 3.3 
Mantrik/Devrishi 2.0 ae : a Ys 0.4 4.4 
Home remedies 6.9 9.6 3.2 5.2 6.7 14.3 
PHC 7.8 5.9 2.0 3.1 3.8 125 
Pvt. practitioners 63.3 69.6 72.9 65.6 68.3 65.4 


(figures presented are percentages of ill people going for different treatment 
options. The first and second treatment taken for each illness episode have been 
presented as I and Il). 
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Accessibility did not seem to be a deterrent factor in people utilising private (or 
sometimes public) health services, nor did we find those who lived in wadis, using 
home remedies, or religious ritual treatment more often than their gaothan 
counterparts. 


Size of the village also did not appear to affect the preference for private 
treatment. 69 to 82 percent in four of the six small villages; 60 to 72 percent in three 
medium villages; and 71 to 75 percent in three large villages went for private 
treatment. Only in two small villages (near the well-functioning Supa PHC), the 
percentage of people seeking private treatment was low (22.8 in one and 59.2 in the 
other village). The percentage of people not taking any treatment, or opting for home 
remedies was also found to be around 16 to 23 percent without being influenced 
by the size of the village. 


In aregion where most villages have difficult access to the towns where most private 
practitioners locate themselves, the size of the village does not seem to make 
much difference. All people have low access to good health care services. The 
government health services are practically inaccessible to most people in the PHC 
area. Analysis of PHC case papers of Malshiras and Supa PHCs has shown that the 
PHCs were utilised more as rural clinics or dispensaries, mostly by the residents 
of the village in which the PHCs were located. The details of this study are 
discussed later in this chapter. 


Village based CHGs are not given the kit of basic drugs and sub-centre ANMs only 
occasionally visit the villages, scouting for prospective tubectomy cases among 
the ANC and PNC women. The only programme through which the presence of 
government health services is felt in the area is through the immunisation camps, 
because these are held once a month in every village with some regularity. The 
PHC doctors normally do not stay in the PHC village and also do not attend the PHC 
regularly. When a patient spends half a day’s wage on bus fare and loses a day's 
wage to travel to the PHC, not to find the doctor there, how will he/she feel like 
going there again? In the absence of the Medical Officer, the PHC staff often refuse 
to take care of minor ailments or injuries and we have seen them even refusing an 
injection to a regular TB patient, or sending away women in labour. 


It is under such unreliable and dysfunctional government health services that the 
people are left with no option but to seek whatever irrational and expensive 
medicare that is made available to them by the nearby private practitioners. We 
have seen that when there is areasonably good doctor staying regularly at the 
PHC even for a period of 3 to 4 months, the OPD attendance goes up from 10- 
12 patients aday to over 100 a day. Good government health services can save 
so many people from the debt trap that they fall intowhen they have to undertake 
expensive (and often unnecessary) private treatment for even minor ailments. 
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7. Access to health care 


We present herewith the results of the utilisation survey which we conducted as 
a part of the final evaluation survey, in 1991. 


Table : 8.2 
UTILISATION BY GENDER (final survey ) 
(figures in percentages) 

1. Malshiras Area Men Women Total 
Government services 9 4 6 
Private services 67 63 65 
Others 24 33 29 
2. Parinche Area Men Women Total 
Government services 21 18 19 
Private services 61 62 61 
Others 18 20 20 
Table : 8.3 


UTILISATION BY ACCESSIBILITY (final survey ) 
(figures in percentages) 


1. Malshiras Area Gaothan Wadis Total 
Government services 8 5 6 
Private services 62 67 = 
Others 30 28 | 29 
2. Parinche Area Gaothan Wadis Total 
Government services 19 21 19 
Private services 62 56 61 
Others 19 23 20 


tee enna ni bi pleat nani ie diaictes ese 


Note : Supa PHC was dropped from the final Survey due to an unexpected slash 
in funds. 
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8. Fluctuation in utilisation of PHC services 


It will be worthwhile listing the conditions at the three PHCs chiefly about the 
doctors at the time of base-line survey and at the final survey. The doctor at the 
PHC is the team leader and we have observed that the state of services at the PHC 
largely depend upon the availability and interest of the doctor in the PHC work. 


i) Supa PHC 
a. Baseline (1988) 


In 1988 there were two senior and good doctors staying in PHC quarters provided 
for them. Both the doctors were taking a lot of interest in preventive as well as in 
curative work. That had set a good pattern and a sort of work culture could be 
clearly seen among other health workers. The result was evident in high utilisation 
figures for the Supa PHC. 


b. Final Survey (1991) 


There was only one M.O., a young doctor who had just finished his internship and 
had got this posting. His ambition was to set up his private practice in Pune, where 
he used to stay with his parents. He used to openly say, even in front of the PHC 
workers. Later on, through regular interaction with the project staff, he started getting 
interested in the training programme that was being conducted for the PHC staff. 


ii) Malshiras PHC 
a. Baseline (1988) 


There were two doctors at the PHC. One of them was staying at Malshiras with his 
family. The second doctor used to visit the PHC occasionally. The OPD attendance 
was low because of indifferent behaviour of the doctors. 


b. Final Survey (1991) 


After a long gap of not asingle doctor posted at the Malshiras PHC, one doctor 
was posted there as M.O. in-charge. He was quite competent in clinical practice. 
He stayed at Pune where he had his private practice. In Malshiras he started 
molesting and misbehaving with women patients who visited the PHC (including 
school girls, CHGs and the ANMs). As_ people got to know of this, the women 
stopped coming to the PHC. After some time he was transferred out on many 
complains from the people and from the PHC staff. 
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The conditions at the Malshiras PHC explain the consistently low utilisation of the 
PHC services. 


iii) Parinche PHC 
a. Baseline (1988) 


At the time of base-line survey, there was a husband-wife team posted at the PHC. 
They used to stay in Parinche but had their private ENT clinic at the Ta/uka head- 
quarters which the husband used to attend regularly. The PHC was looked after 
by the lady doctor. In addition, they had their private clinic in the Parinche village too. 
So, their main interest was to develop their private practice, naturally at the cost of 
PHC work. 


b. Final survey (1991) 


There were two young enthusiastic doctors posted there. One of them stayed in the 
village and the other one (lady doctor) used to attend the PHC regularly. Both 
of them had developed a good reputation because of their competent work. The 
lady doctor had her private clinic at the taluka head quarters alongwith her husband, 
who was a private practitioner, there. 


As a result of good team work by these two doctors the utilisation of this control 
area PHC went up remarkably even without any health education inputs. 


Il. IMPACT OF HEALTH EDUCATION ON UTILISATION OF SERVICES 
IMMUNISATION AS A CASE STUDY 


As reported earlier, we recorded immunisation data (name, age and immunisation 
Status) of every child who attended the immunisation camps held during three 
consecutive months every year. To record these data, our investigators 
accompanied the PHC staff to all immunisation camps in all the three areas during 
these three months each year. 


The data were analysed to find out : 


a. Whether there is any improvement (towards the prescribed age) in the average 
age of children coming for various doses of immunisation. Another way of looking 
at the same data can be that out of the children who get a particular dose, what 
percentage fall in the prescribed age bracket. 


b. Whether there was any change in regularity of children coming for subsequent 
doses after taking the first or second dose (i.e. completion of regimen). 
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Table : 8.4 


BCG MEASLES 


(age group-wise percentage of children receiving immunisation) 


age in months > 0-3 3-6 6-12 >12 0-9 9-12 >12 
1988 52 2g 2A 
1. «SUPA 
1990 34 29- 36 
1988 29 51 19 
roe MALSHIRAS 
1990 a5 37 27 
1988 10 56 34 
3. PARINCHE 
1990 oI 38 11 


In Malshiras area, which was the area of our intensive health education, the 
percentage of children coming for BCG in the first three months after birth and for 
measles in the first year shows improvement. In rural areas 90 to 95 percent 
deliveries are conducted at home without the presence of PHC staff, and therefore, 
the camp method (sometimes called pulse method since the immunisation team 
visit the village on regular intervals) is followed for the immunisation programme. 
In such a situation it is largely through health education that the parents can be 
persuaded to bring’ their infants to the immunisation camps. Since actual 
immunisation coverage depends upon the regularity of services, the impact of 
proper information being passed on to the parents through a health education 
programme. 


In the area of intervention, our health education dealt with immunisation as a topic 
regularly, and also mobilised village based health workers to constantly remind 
people of the dates of the immunisation camps. On the eve of the camp, health 
education efforts were intensified in the village, especially on the far-off vastis 


(hamlets). 


The other results are presented below... 
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Polio and DPT vaccination 


Table : 8.5 


Age group-wise percentage of children receiving immunisation. 


A. Polio. 


Ist dose IInd dose IlIrd dose 


Age(months) 


1. Supa 
1988 20 47 Ja 
1990 35 15 50 
2. Malshiras 
1988 24 44 32 
1990 43 35 22 
3. Parinche 
1988 PG: 45 29 


1990 


. Supa 


1988 et 47 32 

1990 33 14 53 
2. Malshiras 

1988 23 41 36 

1990 42 39 19 
3. Parinche 

eke 29 44:80 


1990 
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Table : 8.6 


Average age of children receiving first, second and third dose of vaccination. 
(Figures in months) 


A. Polio. 


Booster 


IInd dose Ilird dose 


Supa 


1988 225 

1990 18.4 
2. Malshiras 

1988 2432 

1990 19.3 
3.  Parinche 

1988 17.2 


1990 


Table : 8.7 
Regularity of children coming for immunisation doses. 


A. Polio. ea 
1. Supa 

1988 7 

+990 24 
2. Malshiras 

1988 10 

1990 15 
3.  Parinche 

1988 NIL 

1990 + 
B. DTP. c* 
1. Supa 

1988 | ad af 11 

1990 oi 51 20 
2. Malshiras : 

1988 37 36 9 

1990 42 14 16 
3. Parinche 

1988 11 9 NIL 

1990 19 2.8 2 
Note : a*- Percentage - Children receiving IInd dose over those who received Ist 


dose during the three consecutive months of data collection . 
b*- Percentage - Children receiving IlIrd dose over those who received IInd 
dose during the three consecutive months. 


c*- Percentage - Children completing all the three doses in three consecutive 
months over total number who received Ist dose in the first month. 
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lll. PHC (OPD) UTILISATION FROM CASE PAPER ANALYSIS 


From the OPD case papers we noted down the age of the patient, gender, 
village of normal residence and the diagnosis as written on the case paper. 
These data were collected for two months (May-June 1987) from the Malshiras PHC 
and for three months (January to March 1989) from the Supa PHC. The analysis 
of these data with respect to gender, age, diagnosis and distance of villages from 
which the patients utilise the OPD services of their PHC revealed interesting 
facets of PHC utilisation. This survey was not conducted to reveal the impact of 
health education, but to get a picture of actual utilisation of OPD services in two 
PHC area. 


1. Distance 


Malshiras PHC, which is located in the corner of the tehsil served by it, does not 
have convenient access from most of the villages covered by this PHC. This has 
resulted in 83% of its OPD attendance by residents of the Malshiras village alone. 
Villages within a 10 km. radius utilise it to the extent of 15%, and beyond that 
the utilisation is negligible. Only 2/3rd of the PHC area falls in the 10 km. radius. 
(Figure 8.1). 


In the case of Supa PHC which has better location and was managed fairly well 
by two good doctors posted there, the OPD village utilisation by villages inthe 10 
km. radius (excluding the PHC village) was 41.5% as against 15% in case of 
Malshiras PHC. Yet utilisation by villages beyond 10 kms. was only 6.6%. 
(Figure 8.2). 


Location of PHC, the state transport connection to the PHC village and the 
distance from the villages served by it are important factors determining the access 
of government health services besides the reliability and quality of services. In 
Malshiras the first ST bus that comes to the PHC village, reaches at 11.30 am, 
when the morning OPD is about to close. The last bus leaving the village does so 
at 4.00 p.m., when the evening OPD is about to start. Seven villages are 
attached by this uncoordinated transport. Seven. other villages have no ST 
services to Malshiras at all Some of them are as far as 15 km. from the PHC 
village. It is difficult to expect patients to walk to and fro for treatment. 


2. Disease-wise utilisation 


The Primary Health Centres are not equipped to handle serious problems. 
Moreover, since the availability of doctors and drugs cannot be relied upon, the 
people in the area also do not come to the PHC whenever they perceive the problem 
to be serious. In an area where, if one state transport bus is missed by a person, 
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( Figure 8.1 ) 


MALSHIRAS PHC UTILISATION 


Based On Case Paper Analysis 


OPD - MAY, JUNE 1987 


II 
15.0% 


I 
83.0% 


DISTANCE - WISE 


| -- PHC Vlillage - Malshiras 
ll -- Villages in 10 km radius 


Ill -- Villages beyond 10 kms. 
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(Figure 8.2 ) 


SUPA PHC UTILISATION 


Based On Case Paper Analysis 


OPD - JAN, MAR 1989 


IV 
9.9% 
I] 
41.5% 
DISTANCE - WISE 
I -- PHC Vlillage - Supa 

If -- Villages in 10 km radius 

I] -- Villages beyond 10 kms. 

IV -- Villages of neighbouring PHCs 

V_-- Others [guests from other PHC areas) 
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(Figure 8.3 ) 
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(Figure 8.4) 


MALSHIRAS PHC UTILISATION 


Based On Case Paper Analysis 


OPD - MAY, JUNE 1987 
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(Figure 8.5 ) 


SUPA PHC UTILISATION 
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(Figure 8.6 ) 
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and the next bus to go to the nearest private practitioner may be after a gap of four 
hours, the people can ill-afford to come to the PHC and then take the serious case 
to the nearest town. Therefore the PHC is generally accessed for minor ailments 
like digestive disorders, common fevers and minor injuries. The disease-wise 
utilisation pattern is shown in the accompanying figure. (Figure 8.3). 


3. Age-group and gender 


Utilisation of PHC services by men and women is almost in equal propartion in 
both the PHCs. This had come out in the 100% household utilisation survey too. 
What clearly comes out in the present analysis is that the girl child is neglected 
in seeking medical care for her health problems. Inthe two PHCs studied here 
it was found that this discrimination against the girl child is of the order of 3 to 
6 percent points in comparison to boys in the same age group. 


Among the adults, women utilising PHC services outnumber men only when they are 
in the reproductive age group i.e. between 24 to 34 years. That women suffer their 
health problems silently without seeking redressal through proper medical care, 
is evident from the analysis of the PHC case papers presented here. The 
oppressive family culture and low status of women in general does not even provide 
for minimum freedom to seek medical treatment for their health problems. Without 
making any efforts to overcome these constraints for increasing women’s access to 
basic health services, the government health services are oriented to target at 
women merely as_ prospective sterilisation cases. This orientation has further 
reduced their access to health care and it should become a case for serious 
concern. | 


If people’s access to public health services has to be increased in actual terms, the 
PHCs have to be centrally located and they should be accessible to all villages they 
are expected to cover. The area of coverage should be within a 10 km. radius 
and it should be concentric, not conical from the PHC village. Public transport 
should naturally reach to and fro at coordinated hours, so that patients as well as 
health workers can_ utilise working hours optionally. Doctors and drugs should 
always be available at the PHC, and ANMs at the respective sub-centres. Unless 
these minimum provisions are made, people will be forced to go to private doctors 
at great financial and physical cost. 
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CHAPTER 9 
THE PROCESS OF CHANGE 


ANC Education - A Case Study 


Ante-natal care was identified by us as one of the foremost needs in providing 
health education. A full-time educator went from village to “wadi”, in the 30,000 
population, meeting pregnant women, their households, the neighbourhood and 
government health workers in an attempt to create demand for decent ANC 
services. The process was not an easy one. 


Since ANC education was one of our favourite topics, we decided to evaluate 
it in more detail. Besides the KAP survey, we studied the entire process of our ANC 
education, to document qualitatively the changes that occured over the two year of 
intervention. 


In this context, a documentation of religion, culture and social sanction which 
determine the access of the pregnant woman to health care is made. This is 
crucial in understanding the tensions between the traditional and modern 
experience of pregnancy and childbirth in a rural part of our country. 


A study of the public health machinery has been documented here, through the 
various interactions and experiences of the people with it, since its utilisation was 
_ urged by our project, to ensure ANC. 


The role of the decision makers in the community has been examined to locate 
the extent and type of influence on self-care at the home-front as well as in the 
utilisation of the national health programmes (namely immunisation) here. 


The role of the ANC educator is seen as an agent of change in the community and 
the problems faced by her inthe process of establising her new -identity have 
been documented. Her attempts to reach out to the pregnant women, and her 
growing self-perception, earlier as a Traditional Birth Attendant and Community 
Health Worker and later as an ANC educator, reveal the distinctive methodology of 
her interaction and work, which she herself came to shape over time, in the 
community. Factors such as impact of education, mass media, the accessibility of 
health care and the nature of urban contact have been dealt with, as they are 
indicators of wider socio-political and economic changes. 


The macro and micro processes that obstruct the growth in the self-perception of 
the pregnant women from a_ sense of helplessness to that of a woman who 
recognises her need for ANC, and strives for it and makes efforts to provide it for 
herself and the neighbouring women, has been observed and documented. 
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A. THE SUBJECTS 


1. The Pregnant Women 


A bulk of the data for this study has come from the detailed interviews of pregnant 
women and just delivered mothers anda series of observations about them in the 
Malshiras PHC area, going about anit daily chores, and of their trips to the PHC 
for seeking health care. 


2. The Neighbourhood Women 


Information from (and about) pregnant woman was supplanted with the focused 
group interviews and observations of relevant women members of the community 
such as mothers, mothers-in-law, sisters, sisters-in- law, aunts, daughters of the 
pregnant women and other neighbourhood and kins-women who _ achieved certain 
privileges due to age, faith healing practices, formal education or due to any other 
wisdom. 


3. The Traditional Birth Attendants 


Detailed documentation of the monthly training and sharing sessions of the TBAs 
and interviews and informal chats with them and the detailed interviews of the 
practising nurses threw light on the traditions, ANC care, beliefs and practices 
as well as on reception of the government ANC programme. 


The TBAs often accompanied the ANC educator to the households of the 
pregnant women and this gave anopportunity to the accompanying researcher 
to cross check their attitudes and practices in live situations and gauge the impact 
of the training which they received at Arogya Shikshan Kendra (our project 
functioned under this name, locally). | 


4. The ANC Educator 


These were aseries of detailed interviews and observation conducted with the ANC 
Educator which sought information on her personal background and her growth as 
an educator. These took into account the various activities she was involved with 
and which manifested her leadership qualities and her sensitivity. The method of 
oral life history accorded ample measure to arrive at the formation of her views 
and reflections upon her community. 


5. The Men 


The detailed and systematic observation of the interactions of pregnant women 
with various members of their families were made during ongoing sessions of the 


Section Three : Results and Findings 109 


ANC educator in the community. Men seemed to be curious, hostile, sympathetic or 
indifferent on-lookers “to this thing going on amongst the women’. Interviews, 
informal chats with them and comments about their behaviour as narrated by their 
pregnant wives, daughters-in-law, daughters and sisters, helped to document the 
men's point of view sympathetically and revealed the nature (or absence) of their 
roles in ANC. 


6. The PHC Staff 


The spontaneous appraisal of the ANC programme (due to the fact that the PHC 
extension workers often travelled in the same bus as the researcher, to the various 
villages under the jurisdiction of the PHC) was supplemented by more detailed 
interviews and observations at the PHC to reveal their attitude to Ante-natal 
Care and to the ANC education efforts by our project. 


B. METHODS OF DATA COLLECTION 


Thus, for data collection, primarily the methods of . focussed group interviews, in- 
depth interviews, and oral histories were used. Informal chats provided clues for 
cross-checking the data and raising awareness of the cultural codes of action. As 
the researcher lived in the project area, observation became an increasingly 
important source of data gathering. Day-to-day interaction with the community 
bridged the distance between facts, ideas, beliefs and customs expressed in 
the interviews, and these pieces of information will be located in a proper context. 


C. THE STATUS OF WOMEN : A COMMUNITY PROFILE 


A review of the women's status in the project area of the 18 villages of Malshiras 
Primary Health Centre is a pointer towards the dynamics shaping various aspects 
of a woman's pregnancy and the preparation for motherhood in this region. 


1. Age at Marriage 


Girls are mostly taken out of school after standard IV or VIl depending on the 
maximum level of education available within the village, and are preferably married 
off at the onset of menarche, or a little later, “since the times are changing now". 
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2. Number of children 


Women are expected to deliver within the first year of marriage. Most of the 
deliveries are conducted at home. The pregnancies run_ into five or six for the 


women in their middle ages, but younger women tend to have two or three 
children. Most women are sterilised in their mid-twenties. 


3. Marital Hazards 


Wife desertion and remarriages by men on account of childlessness and births 
of girl children are extremely common, the onus of both these ‘evils‘ being solely 
upon the women. One comes across instances of male anxiety about sexually 
transmitted diseases and other related issues. However, medical examination 
of males in case of childlessness is not considered at all. Instances of bigamy 
in which a childless wife has given a willing consent for the man to marry are 
again, frequent. A male child is necessarily a prized object for a woman to survive 
in the family set-up. It is as a direct result of this cultural norm, that mothers of girl- 
children demand help from the ANC educator or any other health personnel to 
locate clinics where the foetus of a girl child can be aborted. The effect of marital 
violence and sexual abuse is also closely related to the pregnant woman’s physical 
and mental well-being. 


4. The labour 


Malshiras being a drought prone area, the water resources are few and the 
vegetation thin. The women toil harder to fetch water and fuel and graze sheep or 
goats. Pregnancies, or health complications hardly seem to affect the daily grind 
of hard work that a woman must undergo on her farm, or that which a poorer woman 
must put on the farm of others as a labourer. The construction work at 
Employment Guarantee Scheme sites involves even more backbreaking labour. 


“Rest, an adequate diet and regular check up are the fanciful ideas of the cityfolk. 
These are the aspirations of the educated girls in the younger generation. They are 
the ideas churned out on TV, radio and we have heard it all before’. 


5. Transport 


Houses are spread out in wadis, or vastis, often unconnected by roads and. without 
transport facilities, providing opportunities for jeep owners to make a fast buck in 
an hour of emergency, as when a woman has to be taken for delivery. 


6. Religion 


Spirit possession cults, as forms of religious behaviour and also as providers of folk 
medicine, are extremely common. Most women, (deserted, widowed, infertile) and 
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others form alarge part of the group of religious practitioners. The leaders of the 
cults, the more powerful ones in the neighbourhood, mostly seem to be men. 


7. The Region 


The people of the well irrigated plains below refuse to give their daughters to the 
hardy folk “above the ghat’. “We do not want our daughters to carry farmloads all 
day long and graze thin cattle standing inthe sun”. “Will my daughter carry pots 
on her head all day long? We have running water and pumps on all our wells”. This 
was an overherd conversation at the bus stop, where a marriage negotiation and 
persuasion was going on. 


D. THE HEALTH CARE 


The women can rely onthe resilience of their bodies alone. “Does a twig 
come down and break with a load of fruits? It merely bends down for a while and 
springs back to bear more fruit again next season“. An old woman remarks on the 
ninth pregnancy of her neighbour at Lalwadi, in Guroli. Traditional medicine is 
increasingly giving way to private practitioners of allopathic medicine. The state of 
health services is revealed in the following occurrence which is _ representative of 
others, in the community. At the time of writing this report, the PHC Medical Officer 
has gone on along leave. And after a silence the women came out in the open to 
complain about the misbehaviour of the doctor with them, under the garb of 
treatment. While they all agreed unanimously that he was a good doctor who knew 
his job, when asked “Why is the utilisation of PHC so low?”, they replied “because 
itis mostly shut". The balutedar young widow who is a CHG was the first to speak 
about the doctor's misbehaviour. It was only through the support of the other staff, 
the ANC educator and of the FRCH group that she could muster courage to refuse 
the advances of the doctor, and could complain to the local leaders. She said, “By 
myself | would have fought him physically but | would not have known whether to 
bury the incident inside me or to bring it up to the village leaders who belong to the 
Same caste as the doctor”. 


An older Maratha woman tried to pacify this dalit woman, by saying “By complaining 
to the panchayat we are bound to antagonise a good doctor and risk having 
none during emergencies”. 


The men were visibly angry with the women for having brought out an inconvenient 
matter into the open. The doctor sent a threatening message that he would make 
known the liaisons of the women who had come to him in confidence for abortion. 
As one woman of the Jagrut Mahila Mandal (a local women's group initiated through 
our project) “The only choice is which well to jump in. The new community well with 
its cement and stone wall, or the old family well in the backyard of the home?”. 


? 
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To this figurative comment another woman retorted “Will there be enough water 
in our wells to drown us?”, 


This brings home to us a culture of deprivation in small and big matters. 


E. THE ANC EDUCATOR : A PERSONAL BACKGROUND 


The ANC educator is a wiry woman in her early thirties. Her father was a policeman 
from Satara district and placed a high value upon the education of his daughters. Her 
matriculation gives her a definite edge in the community of Malshiras village where 
she is the daughter-in-law of a Nhavi (barber) ‘balutedar’ family. Being a tailor by 
profession she is in constant contact with many women. A mother of three 
children, she often cites her own experience to make apoint. She is also a CHG 
and a Traditional Birth Attendant herself. Her work with ASK (our project) has 
constantly exposed her to the special concern for women and for the poor. She 
has an easy manner and can gain a quick rapport with women by her sense of 
empathy. | | 


Her mother-in-law is a member of the spirit possession cult of Ka/ubai, and also 
dispenses some traditional medicine. The ANC educator says “I am a firm believer 
in the idea of God and | am ritualistic and follow some of the traditions. But 
superstition has somehow not taken root in me". 


Her husband is supportive of her and says “the better days which we are seeing 
now are due to the handiwork of my wife”. This respect and support has been amply 
acknowledged by her. “Most women are intelligent but what they lack is support. 
In that sense | am lucky. Even though my husband has not managed to have as 
much schooling as | have, he is not lacking in understanding. This is so today. Let 
me tell you, earlier he has troubled me a lot”. 


When the idea of the ANC project was discussed with the former village Sarpanch, 
a rich Maratha, he too had suggested her name as “one of the intelligent women of 
the village, a person who was amiable and above all, sufficiently educated to 
understand and undergo the training in ANC care’. 


F. THE BEGINNING OF ANC EDUCATION 


1. Establishment of identity as an ANC Educator 


When the ANC educator started her work in the 18 villages, almost invariably she 
met with a stereotyped response uponher entry into the villages and households. 
The people mistook her for a government health functionary. Their response to 
the ANC educator would be considerably affected by their experience of the family 
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planning programme. Establishment of her identity as an ANC educator took 
considerable time and skill on her part. 


As she patiently set on to explain her work to the people, she said “Inside me, the, 
carryover of the government identity also made me more comfortable, for though 
people called it names, they seemed to know the Government but nobody knew 
about this group (FRCH) so well. | felt it was better to belong to the known evil than 
to an unknown stranger’. 


“There are no cases for operation here...." was a common greeting to the ANC 
educator as she entered a cluster of households. The prejudices of the people 
about the government machinery and her negotiations at the entry are seen in the 
case below. 


“Is there a dog around? Will this one bite?” The ANC Educator called out as she 
entered the small group of huts close to the road at Kaikadi Vasti, in Pisarve. 


A young Kaikadi (settled tribe), aged about 26, answered with a sullen look- "Yes 
it could, just take care.” . 


“How do! come in then?" she asked a general question to the old men and women 
who are sitting around and working with bamboo strips weaving baskets. The man 
says “There are no cases of operations here”. } 


The ANC educator said “| have not come here to trick people into sterilisation | only 
want to speak to pregnant women, and | share information about taking care of 
themselves, So which way do! enter?”. The young man, still sullen, without saying 
anything, almost blocked the door. : 


The educator repeated her question, now directing it more forcefully at the elders 
present. An old man got angry with the younger one. “Is this the way to treat a 
guest? You bring shame on us, what is your problem? Let her in". The young man 
said, “Look, a child has defecated on the threshold and would you like her to walk 
through that? That was the only reason | was blocking the door, nothing else.” 


The old man said “Let her go from the side lane, go show her the path. Take her to 
the young women.” | 


The man was still very sullen. Taking a cue from the old man, however, an old 
woman who was immobile hitherto, out of deference to her husband, called out 
to her pregnant daughter Bharati, who had come to her natal home for delivery. 
The daughter quickly came from the backyard and led the ANC educator to the 
place where a group of young women was sitting and weaving baskets. She 
offered the educator a seat under a tree, so that the session could begin. 


The educator said that hostility about sterilisation seenin the earlier case often 


affected the beginning of adialogue adversely and she used to think of her work 
as a thankless job. 
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In another instance in a vasti of Pargaon village, a cluster of houses was being 
repaired. A woman called out from the roof of her house (where she was working) 
laughingly, calling out “| want to get operated”. The ANC educator paid no need 
to her thinking she was joking. Then the woman climbed down from the roof and said 
“Look, | mean it. | have decided to get operated after this delivery whether it’s a boy 
or agirl’. She had three daughters and had just found out that she was pregnant 
for the fourth time. She later responded well to the ANC session; the reason she 
gave for this was, “See, | am educated uptill sixth standard, and | understand 
that you may have useful information which is free, so why not take it?”. 


Thus, initially, the ANC Educator was almost always confused with a government 
health functionary who has come to solicit cases for “operation”. And a discussion 
about family planning is often initiated and sustained by people though it was in 
no way a part of the original ANC package. It is a free flow of their experiences and 
thoughts on the matter which they always bring to the fore. Their wariness shows 
the scars of past rampages by the government. From the second representative 
interview, presented later, it will also be seen that people themselves are taking an 
initiative to curb the number of children, and often ask for help. What they object 
to is being solicited or pressurised. 


Fleeting observations and interviews with the PHC staff reveal their near 
contemptuous attitude towards the people. Of her own attitude, the ANC educator 
says, "Whereas | had earlier a naturally easygoing relationship with people my 
ideas took more shape at ASK. | saw how the research staff behaved with each 
other and with me. They treated me with equal respect’. 


Thus the task which had earlier seemed thankless began to get more challenging 
as she realised that she was dealing with specific fears of the people which had no 
shortcuts to them. Thus her readiness to confront the reality around her increased 
and she learnt to tackle the aggressiveness of the younger generation by making 
use of the cultural norms ingrained in the elders of welcoming strangers, and 
her respectful attitude towards them made entry into the households easier, by 
rightfully gaining their permission. 


2. Necessity of services expressed by the people 


In Pargaon village, on a ‘vasti’, the ANC Educator met a wizened old man, pouring 
water in a trough for the bullocks in front of his hut. The ANC Educator said “Daji, 
| wastold that there are two pregnant women nearby”. “Yes, behind my house, 
there is one, there is another one too, but her house is far off, though its on the same 
Vasti. You will have to walk for 10 minutes through the fields to reach there. But 
if you go there, you are sure to find her at home, for she is a daughter who has 
recently come home to her parents. She is at home all day, doing titbits at home. 
But the one who lives here is a daughter-in-law who packs her food and leaves 
early for the fields. There are none others that | can remember’. 
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For the ANC educator this was a way of crosschecking the list of pregnant women 
brought by the TBAs, which she used as a guide to reach pregnant women of 
different villages. 


The old man peered at her and asked her “Who are you? A doctor?”. 


She explained that she had come to give health information to the pregnant women 
about taking care of themselves. 


“From where are you?", 


She told him and having located her, he called out to his wife and asked her to 
make tea. | 


“Come in and sit for a while. My grandson has measles. Take a look at him. No 
doctor turns up here unless we specifically call him’. The ANC educator bowed 
to enter the dark hut and found & shivering boy of 8 to 10 years swathed in quilts, 
lying on abedsheet on the floor. The ANC educator explained to the old man 
what to do, which confirmed his own traditional knowledge. The old man said, 
“You must be having some tablets with you, please give us a few". 


The ANC educator explained that she was not a CHG in that village, neither did 
she have a stock of pills, as the government had stopped giving a medicine kit to 
the CHGs. | 


Thus another frequent role attributed by the people to her was that of a CHG. 


“Do you have tablets for my ailing child?” would be a most common question . The 
educator had to keep explaining that she had only information and not services. 
It must be stressed that these incidents revealed people’s acute need for 
community health services. 


However, the following incident and many more like it clearly reveal how the 
people also looked forward to the educative aspects and how they asked for it. 


3. Recognition of ANC as a specific function 


As the ANC educator was walking back from Bhagat vasti of Rajuri village, two men 
going on their cycles stopped and one greeted her. He said “ Tai, please go to 
the next vasti’. So the educator said “| have only information for pregnant women, 
what is it that you want?”. The man replied, “I know that there are pregnant women 
in that area. It is a little far off but do go". 


So the educator went on there and found that there were two pregnant women in 
that vasti not included in her list. Then, one woman who was working on her farm 
was Called back to attend the session; she was the wife of the man who had made 
the request. She was anaemic. She was in the fifth month of her pregnancy and 
her face had just begun to be puffed up. The educator spoke to the woman and 
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to her mother-in-law and ensured that they would see a doctor, after explaining 
in details the risks involved in oedema. Later when she met the man again, he 
thanked her and said, 


“| was praying that you would reach there because since the morning | had sensed 
an unusual tiredness in my wife. But |.do not understand women’s problems and 
could have done nothing had | not met you”. He said that he had earlier heard 
her speak with a group of women at Bhagat Vasti, where he was repairing the chain 
of his bicycle in a friend's courtyard. He said “I realised that whatever you were 
teaching them was important; as | have passed Std. XI". 


Later, when another session was to be held in that area, this family insisted that 
_the session should be held in their courtyard and they helped by calling 
neighbourhood women and amotley crowd gathered, which comprised of men and 
women. The ANC educator spoke to them, and the questions of the people ranged 
from pregnancy, fevers, allopathic medicines to possession cults and their 
effectiveness. On the way back, the ANC educator said “| have learnt to speak of 
these delicate issues before men, without shame. | know that men too need to 
know so much; so | did not withhold myself, | just spoke’. 


4. Familiarity with the neighbourhood 


In another instance at Singapur, when the ANC educator had gone to see a 
pregnant woman, the latter said “| remember you coming here last time”. 


“Do you remember what | talked about?”. “What do we remember? 
We are peasant brains, we forget everything”. 


“Tell me something, how is it that you have not forgotten my face?” the educator 
asked. “Oh! | only remember you saying that we should wash our hands with soap 
at the time of delivery and cut the cord with the blade instead of with scythe. | don't 
remember anything else...”. 


“That's a lot!”, said the ANC educator. 


The woman said, “I decided ta do something new when my niece was to deliver. 
So | used the blade instead of the scythe. Have you brought your book this time? 
| had to go to work early because it was harvest season and | missed it. If you have 
been showing it to these women, show itto me also. We can see pictures, at least. 
What do you think? Each time you come and teach us twenty things we will 
remember one thing, that is the rate of our rusted peasant brains learning. Are you 
going to be able to keep pace with us, or you'll talk fast like the woman on the TV 
and vanish before we have heard what she is saying. But anyway you are like 
us, and talk as one of us. So we will listen to you if you have something new to tell 
us”. She sat down and stayed throughout the session. 
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These experiences show that the neighbourhoods and localities which she 
frequented began to know of her as a person who came from Malshiras to meet 
pregnant women and they began to seek her out as an educator. 


Women whom she has counselled would specifically remember her and often 
stopped to chat, to tell her of other women who were pregnant, and either thanked 
her or rebuked her depending on whether their visit to the PHC had been fruitful 
or not. To juggle with the roles which people implanted on to her became part 
of her ANC schedule, because in a rural area the same person often is the cobbler 
and the medicine-man and the farmer, and yet each of these roles are distinct. In 
the same way, the ANC educator was seen as a CHG, an ANM, and also more 
distinctly she came to be recognised as a “Woman Care Person’. 


It should be noted that this process was not linear in time. Her identity formation as 
an ANC educator was essentially a process which repeated itself in every 
neighbourhood and village which she visited. 


5. An evaluation by women 


The neighbourhood women remarked that the ANC educator spoke in the manner 
of ‘one friend to another’, whereas the government ANM often had remained stuck 
in the role of a original nurse in the neighbourhood. 


Upon asked as to why these perceptions contrasted, an old woman of Mavdi 
remarked “You have more time to listen to the woes of these girls and suggest 
alternatives to them. But the nurse .does not tell us all these things which we can 
do by ourselves". 


As a woman of Tekavdi village remarked “Some ANMs are very good individuals. 
They always interact well with the community. But perhaps they are taught to 
be superior and distant. So they behave in a different mould". 


G. THE PROGRESSION OF AN ANC SESSION 


ANTE-NATAL CARE as defined by the project had the following aspects. One was 
self-care to be taken by the pregnant woman within the fold of the family and the 
community. This pertained to adequate diet and rest, preparation for home delivery 
to be followed by the pregnant women herself and by the women who were close 
to her, and in a position to care for her. — 


Another aspect was to regularly respond and reach out to the PHC in __ its 
programme of immunisation, nutrition supplementation like iron, calcium and 
vitamin A, periodical check-up and making use of the public health structure for 
self-care and alleviation of risks. The identification of risks by self-observation was 
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the most crucial aspect of ANC care, bridging both, the home front and the PHC, 


by emphasising measures of self-care at home and the motivation for referral 
to PHC (and the district hospital), in an hour of emergency. 7 


Women were asked about traditional beliefs related to pregnancy, childbirth, 
miscarriages and abortion. The three Stages of labour were explained and a positive 
attitude to childbirth was encouraged. A home-made “safe delivery kit” was 
Prepared and its use demonstrated. Women were encouraged to prepare well in 
advance for childbirth, to complete immunisation, and to leave for their mother’s 
homes as early as possible, so as to avoid overwork and stress. The dangers. of 
unnecessary medication in pregnancy were discussed. Pregnant women were 
taught to identify the onset of labour and to demand transportation to a PHC village 
or government hospital if they felt the need to do so. . 


1. Who Listens ? 


An ANC session was meant primarily for the pregnant woman and the other 
women of her family namely, her mother and mother-in-law (who participate 
closely in the decision making of her pregnancy), sisters, sisters-in-law and other 
closely related kinswomen who would participate in the process of delivery, 
and the women of the close neighbourhood (of various caste, educational and 
generational backgrounds), who are the perpetuators of opinions regarding most 
matters of everyday life, in which pregnancy forms an important occasion. The 
educator would rarely meet a pregnant woman alone in the household. Even if she 
went to fields, she would find the pregnant women surrounded by sisters-in-law 
and other kinswomen and members of the neighbourhood. 


The first reality of an ANC session is that it is always held in the presence of older 
women who wield considerable traditional power on the conduct of a pregnant 
woman. In a rural community and the cultural climate, a direct address to the 
daughters-in-law is almost impossible. | 


2. The Location 


During the course of evaluation it was found that the place of residence during 
pregnancy had a major bearing upon the development of the ANC session and the 
ensuing response and growth of positive action in the pregnant woman. 


Cultural customs, financial status of her families, on either side the need for work- 
force during the agricultural season, the degree of congeniality the pregnant 
woman enjoyed with her husband and the state of her health affected the 
decision about the venue of her residence in the early and later periods of 
her pregnancy. It is pertinent to remember that the woman herself had hardly 
any say as to whether she would be sent to the parental house for delivery at 
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all, and if so, when. 


The observation and sharing of the women’s experience showed that the very status 
of a pregnant woman as a daughter-in-law or daughter determined the kind of ANC 
she would receive and what her response would be to the ANC sessions. 


This was evident from (and expressed by anumber of women in their interviews) the 
fact that a pregnant woman's location (at the residence of the mother or mother-in- 
law) compelled the ANC educator to change the strategy of her approach 
accordingly. The marked hostility, suspicion, awkwardness and hurry about 
pending work shown by a woman in her husband’s household changed to a more 
relaxed pace in the mother’s household. 


In the natal house the ANC educator dared to argue forcefully with the women | 
of the older generation regarding the passivity and neglect shown by them in timely 
care. The response of this household to her entreaties and suggestions was also 
more swift and the suggestions were complied with more easily. The male members 
- too played a more sympathetic role in decision-making about the various aspects 
of care, if their daughter was pregnant. 


The skill of the ANC educator lay in grasping the fact that the location of the 
counselling session was a crucial factor in structuring the dialogue. She realised 
that she had to carry on her task of reaching out to the anxieties, fears, opinions 
and knowledge base of the women so as to arrive at her own assessment of their 
situation without being deterred by the circumstances in each case. 


3. Talking to primiparous women 


Another hurdle in the set up was how to reach women who were pregnant for the first 
time. In the husband's household, the problem is compounded by the fact that hardly 
any physical or mental space is allowed to the primiparous women. 


Yet, she is also a very important actual subject of the ANC educator for manifold 
reasons. The very fact of her being a “primie” puts her into the category of needing 
special care. Most of her attitudes toward pregnancy are in danger of getting 
encrusted in this first experience. Her need for support due to lack of previous © 
experience make _ her receptivity heightened, and the right intervention at this 
juncture encourage her up for a further (and hopefully continuous) dialogue with 
the health system, and influence the course of her action for self care, through a 
positive self-awareness. 


Paradoxically, in the husband's household it is the primie who shields herself most 
from the ANC educator, as cultural sanctions stress that she be most deferential to 
the mother-in-law, that she speak only when spoken to, and that her replies be 
brief and formal especially in front of strangers, and that she restrict her zone 
to the kitchen, so as to show her respect to the guest and be courteous to them. 
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She should present herself when called out for a specific purpose by the other 
elders in the household. Each of these and Similar sanctions seem to go against 


the possibility of a fruitful dialogue between the young daughter-in-law and the 
ANC educator. 


4. The emphatic approach of the educator 


The ANC educator recognised the Special care needs of the primie and often 
forms a special bond with these young girls. She said “I realise from my own 
experience that there is a lack of ease in the new home for primiparous women 
and their lack of experience makes them more dependent than others. Their 
decision making about their lives is entirely in other hands, and their need for 
external support is more acute. The ANC educator never confronts anyone 
directly in any of her sessions. She only keeps addressing the daughter-in-law 
stubbornly, notwithstanding the culture of silence. Her ability to detect and 
encourage the aspirations of the women for better care are crucial to establish 
the closeness with each woman, and helps to bring about a positive impact within 
the short time and narrow Space of each session. Thus, her dialogue becomes 
personal. The empathy which she could bring to each situation was what 
essentially set the tone of the sessions and touched even tightlipped women. 


Her own developing confidence in using the illustrated books and other health 
education material related to ANC also proved to be an invaluable ice-breaker. 


5S. The furtive responses’ of the daughters-in-law 


Sometimes the mother-in-law moved away for some reason; to fetch a thing from 
inside the house, or to do something else (usually she would send off the 
daughter-in-law and listen to the conversation herself). The daughter-in-law who 
had by now gained faith in the sincerity of the ANC educator and her persistent 
manner in taking the message across, would immediately open up in a brief 
moment and state the real problem. The problems ranged from a torn vagina, 
a forced pregnancy, fear of the birth of a girl child, intermittent bleeding, to living in 
a constant state of feeling tired. She would express her need for ANC care in big 
or small ways. Often she would suggest that the ANC educator should talk to the 
mother-in-law to allow her to avail of the ‘TT’ injection. This readiness to steal 
moments to clarify doubts revealed the willingness of young pregnant women to 
know and follow the ANC advice whenever practicable. 


6. Cultural idiom in the strategy of education 


The ANC educator's extreme politeness in a hostile situation would pay enough 
dividends in terms of transferring the knowledge. Her entry into the kitchen or the 
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backyard and readiness to sit by the hearth as a pregnant woman cooked, her 
determination to stick on and not be deterred by the busy schedule of the young 
women, and her patience in repeating her message and emphasising the matters 
of diet, rest, and identification of risks, sometimes brought forth no outward 
response from the daughters-in-law whom she addressed, even while sharing 
their work of vegetable cleaning or separating rice from husk. She could confidently 
use her own identity as an educated daughter-in-law from Malshiras village, as 
member of a balutedar family, as a TBA, as a CHG (which were her professional 
statuses in the area of health), and as an able mother of three children, to steer the 
course of each session and ensure its follow-up as an ANC educator. For a local 
woman, herself a daughter-in-law of the area, the process of eliciting permission, 
or breaking the resistance of the patriarchal set up is not as easy a task, as it may 
seen to be. 


7. Finding neighbourhood supports through traditional. contact 


The support of the neighbouring women is crucial to achieve health action. 
Neighbouring women would often tell the educator on their own as to which 
woman did not allow the daughter-in-law to go out for the PHC Camp. The educator 
in that case motivated to them to convey to the pregnant woman the date of the 
camp, and take her alongwith them to avail of the anti-tetanus injection and the 
ferrous sulphate tablets. From the interviews it was evident that the women 
appreciated the support and felt strengthened by it. 


Though the ANC educator went to many villages she did not always go there as 
a stranger. There was always someone whom she could approach to facilitate her 
contact and gain an idea of the neighbourhood that she was going into. _ 


A frequent source of traditional contact for the ANC educator were the daughters 
of Malshiras village who were given in marriage to the village she was visiting. 
They would often know her, or the contact could be received and they would invite 
her for a cup of tea after the sessions were over and when she had to wait for the 
bus. They would also visit the ANC session if time permitted them. Their presence 
often helped to’ bring about ease and frankness _ in the dialogue in a shorter time. 


The daughters in turn received news from their natal homes, as they exchanged 
gossip. These traditional linkages also helped the ANC educator to get to know 
about the pregnant woman's family situation. This bit of extra information was 
invariably useful in the ANC counselling. Often after a particularly unresponsive 
session the baffled ANC educator could rely on her friends or the TBAs to get 
more information about the case and in consensus with them, devise ways of 
being helpful without being offensive. These contacts with the neighbourhood 
women were mutually useful in offering support to the ANC educator as well as to 
the pregnant woman. It would be possible to predict as to how far a woman would 
go with the ANC advice offered to her. Long stay in the same neighbourhood often 
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meant that women knew each other, as it were, inside out. But the educator also 
had to be wary to detect signs of feuds between neighbouring families, because 
if she had been friendly with one faction, the other would withdraw support 
abruptly without any reason. 


Thus, the neighbourhood networks women by various reasons, such as kinship 
through marriage or blood relations, similar caste groups, schoolmates, economic 
Status, boundaries of land being contiguous, nature of service and occupation (e.g. 
teachers being part of the same neighbourhood), were active channels of 
intervention, be it collecting of information, or gaining a smooth entry into 
the neighbourhood, or helping a woman to reach out for ANC care, or sustaining and 
keeping a watch over a high risk woman and accompanying a woman to go to the 
PHC camp, or helping her in carrying water and other big loads when they were 
convinced she_ should not carry big loads. In one meeting, hearing the ANC 
educator advise her pregnant neighbour (who had two miscarriages earlier) that 
she should not carry heavy loads on her head, a young daughter-in-law in Tekawadi 
village remarked, “I! would have liked to carry water for my neighbour but | am 
afraid my mother-in-law may say something unpleasant”. Upon further thought she 
said, “Anyway, | will still do whatever is possible for me to do”. Her statement 
during the ANC session came spontaneously because she knew the condition of 
this pregnant woman at home, and how she had no natal home to go back to as 
her mother was dead. She further said, “We had always felt that carring loads is a 
part of our lives, whether we are pregnant or not." 


The ANC educator said that in the beginning of her work she felt nervous whenever 
vociferous women denounced ANC as a fad of the new generation, and she hurried 
in her work. But as time went by, she realised that if she was careful to listen, they 
would say, “Listen carefully now, we have been harmed because there were no such 


things in our times”. 


And so she learnt that the neighbourhood was a humming of many bees. Each did 
not always mean the same thing as the other. So it lay within her skill to locate and 
harness support, and to go on calmly explaining the issues related to ANC to those 
who were interested in listening to her. 


H. NATURE OF PARENTAL SUPPORT IN A NATAL FAMILY 


In a natal family, the parental support can be more vocal and easier, unlike the 
tentativeness seen in a husband’s household. The contrast between the daughter- 
in-law and the daughter can be sharply visible due to a cultural peculiarity. The peak 
marriage seasons are in Diwali, and in the summer. People find it necessary “for one 
working hand to come in as another leaves’, and sometimes a brother and sister are 
married on the same occasion. Most pregnancies follow within a year of marriage, 
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and so for a short while, in the household one may find a daughter who has come 
back to her natal home for her delivery and a daughter-in-law who is also pregnant 
and is about to leave for her own parents’ home. Though both are together in 
the same house, the different emotional and physical space allotted to them 
in the household is apparent to anyone by contrast. 


1. The contrast in a daughter and daughter-in-law’s response to an 
ANC session 


This was seen ina household of Pisarve village where both the daughter-in-law and 
the daughter were pregnant. Yet it was the daughter alone who freely participated 
in the dialogue with the ANC educator, who could thereby speak to her in details 
about high risks in pregnancy. “Ever since the eighth month my hands, feet and face 
get swollen in the morning“ and she added “I'll go to the hospital and get all this 
checked”. While she decided on a positive step for herself in ANC, the daughter- 
in-law, who was keenly listening to the ANC advice. went and sat behind her 
husband as he came on the scene. He had already shown hostility atthe time of 
entry of the ANC educator and though she listened intently, her vocal 
participation markedly diminished. Only once she confronted her husband who 
had been all along mocking the session saying “She has come here to give us 
information for our own good, is it not so? What irks you,then?” But she gradually 
fell silent, and a while later it was seen that the distance at which she sat, despite 
the invitation and entreaties of the ANC educator made it impossible to hear all that 
which was going on, andshe got moreengrossed in the work of weaving which was 
in her hands. The daughter's daprivation at the husband’s house is acknowledged 
and the natal family tries to make amends, while in the same household the 
deprivation of the daughter-in-law continues, without remorse. i 


Though the daughter's status is not very high, she has relatively more freedom 
to. express aS compared to a daughter-in-law. She is allowed to do domestic 
chores in amore relaxed manner. She may also be able to exercise her own will, 
whether or not to follow the ANC advice, if she has been convinced. She may not 
have to operate under cover. She may have relatively more freedom to change her 
diet pattern, through certain regulatory sanctions of .what is good and bad continue 
to operate. The daughter-in-law on the other hand will not be allowed to raise her 
voice against the cultural belief that a pregnant woman should eat less food 
because the question of her everyday food, with or without pregnancy is already 
a tense and delicate issue inthe family set up. In dire circumstances, a daughter- 
in-law is often made to go hungry as a punishment for some alleged offence inthe 
household, whereas eating leftover food is a normal customary phenomenon for all 
women, and especially so, for daughters-in-law. 


124 Strengthening Health Education Services 


1. GOING BEYOND ANC 


The ANC educator offered constant support to a family, where the daughter-in-law 
had had four miscarriages and stressed the need for their seeking medical advice. 
She took an appointment with the PHC doctor, and the family came from Guroli 
to Malshiras. The doctor was absent. The family was already in the grip of religious 
cultists, who offered them a measure of emotional relief. The young woman had had 
her fourth miscarriage when we mether. At that time, the father-in-law threatened 
that he would get his son married a second time if the baby did not survive “as 
the son’s seed was bound to be good, and it was only the bag (uterus) of the young 
wife which had got rotten”. 


The ANC educator offered constant advice and persuasion to this family on the 
matter of remarriage and helped in stalling the decision. When twice the family 
missed the appointment at the PHC as she waited for them, the ANC educator 
remarked that it was not an easy task to build trust with a people who had got 
enmeshed in ritualistic practices, to get them to the hospital. Further she remarked 
“Just as | build trust and motivate people to action, the PHC doctor takes away 
the brick from under my feet by remaining absent”. 


1. Giving Rational Explanations 


We have this saying “Dig into the whole hill only to let out a little rat." It shouldn’t 
be the same with us. We undergo so much trouble during the pregnancy. Is all 
the trouble not worth a good baby? Therefore you need to take everything good 
in your diet. There is a wall separating our stomach from the baby. You need energy 
to strengthen and to Stay fit, yourself. If you eat well, and if you take iron tablets 
you gain more energy. But if something goes wrong somewhere, we hold the tablets 
responsible! Now look, you have worked in the field for the whole day. You have 
been bending, rising, bending again. Sometimes the harvest is reaped. You bring 
home a heavy load on your head in the evening. The heavy work and heavy load 
has tired you out, and you come home and there is a miscarriage. Now, what is 
it that we remember? When you go to see an exorcist he asks you “Did you walk 
under such and such atree in the evening?”. “Yes | did “you say. And then you think 
of the darkened hour, the long shadows and the spirits of Jakhai and Satwai 
hovering around. But you have not registered your load, your heavy work. 
Neither does the Devrishi refer to it. So you are caught in the cycle of the spirits 
and devrishis and again another time, there is one more miscarriage. Look at our 
associations, and how they prevent us from taking care of ourselves. So what do 
you do when you begin to bleed after a spell of heavy work? You should 
immediately stop all that kind of work, you go to adoctor and take treatment. Attend 
to your diet, attend to even a slight amount of bleeding in pregnancy, treating it 
as a danger signal. Now the woman has become very attentive and her mother-in- 
law is moving about with some work in her hands, also closely attentive to what the 


ANC educator has to Say. 
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The educator takes her own initiative to stall the decision of the husbands remarriage 
by providing more information and a continuous emotional support to this family. At 
the same time she takes appointments at the PHC and urges the family to see the 
doctor, where they will not lose too much money. She strengthens the husband's 
support to his wife without creating undue anxiety. Thus she counsels the whole 
family as well as she can. 


2. The necessity of family counselling in reducing apathy of 
pregnant women towards ANC 


Explanation in terms of a physical model is not adequate; it serves only a part 
in the understanding of the whole complexity of women’s problems. Even if the 
pregnant women understood the physical model of self care, it was difficult to put 
into practice ideas about diet, rest and other kinds of self care. However effectively 
and persuasively the educator had dealt with these themes in her sessions, women 
were haunted with more urgent concerns. The condition of repeated miscarriages 
and abortions threatened the pregnant women with the fear of its social 
consequences; desertion or remarriage by the husband incase the women failed 
to produce a child. 


Often women followed the advice and reported that rest was indeed essential and 
that it had saved their child. While profusely thanking her they wondered as to why 
they should not have thought of “such a simple thing as rest before". 


Mostly however, women would blame themselves “Something is wrong with my bag 
(uterus)”. Because of repeated failures, the frustration would be acute and sudden. 
There would be a feeling of impasse. 


The role of the husband had_ traditionally remained unquestioned. And the 
anaemia, the heavy work and the carrying of pot upon pot of water on the head 
during pregnancy would be justified as necessary. The ANC educator found that 
the family needed to be involved in the decision that the woman needed to rest and 
so she began to counsel the entire family in her session whenever she could. 


In case of a husband from Tekavdi village who beat his pregnant wife to cause 
an abortion (as he was suspicious that it was not his child) she spoke to him of 
heavy load carrying being bad for the anaemic woman, and so also of any kind of 
marital violence being bad for her health. She spoke casually of the legal 
consequences of wife beating. When she came out of their house she said, “I can 
only make him aware of the consequences of his actions. At this stage | can do no 
more. He would throw me out of the house, if | were to speak more directly. And 
he would beat his wife again. Later on, when his wife is stronger, we can confront 
him through the Mahila Mandar’. 
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J. CHANGING PERCEPTION OF THE EDUCATOR 


Somewhere along the way, ANC was becoming an aspect of a wider mission to the 
ANC educator. She expressed her change of perspective as follows. “My change 
of attitude was imperceptible, even to me. Infact! felt it to be a confirmation 
of what | always had suspected. It was the poverty and the power that others held 
over them, that made women so indecisive, when it came to their own health. | 
confirmed in ASK what! had seen and had pondered about during my work as 
a CHG. In ASK, | learnt not to blame the women for the ignorance of their bodies 
or the apathy about their well being. | learnt to strengthen their capacities to handle 
their own lives. This reflected in my changed attitude towards my work. Earlier 
| used to get angry with my unending work or when | was asked to study in detail the 
ANC needs of women. | used to grumble to myself - it seemed tiring and pointless 
at some moments to go on and onin details. But now it has changed to a zest and 
further decisions are forming. Now | see for myself that it’s the women in the vastis 
who never avail of any information from anyone. The PHC staff can’t be much 
bothered about them. Nor are there any facilities that one can avail of in the 
gaothan. Private doctors are still worse. And seeing their problems my grumbling 
about walking to an isolated corner of nowhere is ceasing. | make it a point to 
cover them, though it becomes very inconvenient to walk in the sun over long 
distance alone. Everyday | miss alunch when | am hungry. | wish | had a 
vehicle to reach into these distances. | am planning to learn to ride the project’s 
(ASK’s) moped, now’. 


When the ANC educator counsels and educates the most important aspect for 
her in the moments of impasse becomes that of sharing the pain of the women, in 
the spirit of the friend. She has some advice to offer and is eager to see it fulfilled. 
However she knows the local and she feels secure enough with the project officials, 
for her to feel any need to pretend that her advice has been of great use, in every 
case. The earnestness about her work and the closeness within ASK helps her self 
confidence and makes the women open up to her and to voluntarily seek her advice. 


K. IDENTIFICATION OF HIGH RISKS IN PREGNANCY 


While there were gradual shifts in the attitudes and responses of the illiterate 
and the educated women on issues such as diet, rest, preparation for delivery; most 
women seemed to agree on one issue. That was identification of risks in pregnant 


women. 


1. Response of the women 


Not only women from educated and uneducated sections, but even the older 
women and the usually quieter younger lot, seemed to converge on certain 
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specific factors, in the identification of high risk. These were signs which could be 
actually seen, such as the swelling on the face of the pregnant woman especially 
in the morning hours, or bleeding, or reduced movement of the foetus. This was 
evident in the intent listening that they gave and instantaneously applauded and 
thanked the educator for telling them about such an important aspect of 
pregnancy. 


Women expressed surprise and sadness that they had seen pregnant women 
dying and wasting away due to risks which were evident but they had not known 
the implication of these symptoms and lamented that ignorance had taken a heavy 
toll. They were angry that basic services were not available to pregnant women. They 
remarked that the PHC was interested only in family planning and not in the well 
being of women. They criticised the profiteering of private doctors. 


When questions were asked for recall of ANC education, the women often replied 
that there was so much which they had forgotten but upon further questioning 
they always remembered the self-identification of high risks. In many instances 
women took to action to identify cases of high risk based on the knowledge which 
they had received in the ANC meetings and they sought to take appropriate health 
care, by seeking out the ASK project staff, the PHC and the private practitioners. 


Some women remarked that if ASK stayed on longer the income of the local 
Devrishis would reduce drastically. The women who came for a check-up at the 
PHC, often dropped in at ASK to report what had happened and sought to 
confirm the treatment accorded to them. They also brought to the notice of the ANC 
educator, any irregularities, whether at the PHC or in the private doctor's clinic in the 
nearby towns. 


2. The methodology of the ANC educator 


The methodology of the ANC educator on speaking about identification of high 
risks was varied and vivid. She compelled the women to be attentive, through her 
gestures, tone of voice and her careful spreading of the visual material and 
passing it from the hands of one woman to another. Also she showed these 
particular photographs before speaking and she asked a number of questions to 
the women before she herself opened up the topic. Her whole effort and belief 
seemed to indicate that this was the most important piece of information and advice 
that she had been waiting to give. She made other women examine the pregnant 
woman through observation of various tell-tale Symptoms of anaemia, high B.P, 
high sugar etc. While comparing the actual case with the observation in the text, 
she explained each point in great detail. She taught women to study the entire 
fertility history of pregnant women and to be sensitive to their special needs. 


The response to this session always fetched careful listening and further questions, 
as in this case, she gave a full play to the question-answer technique. She herself 
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was confident and proud to hand over ‘new’ information; as aresult this part of 
her lesson became the liveliest. The actual demonstration got the women 
interested and they came _ out with neglected facts and often volunteered 
information about a relative or friend, in another village or in their own 
neighbourhood, who showed the symptoms of risk. 


It is clear from the above discussion that the zeal, clarity, the practical 
demonstration and the enthused approach of the ANC educator played a crucial 
role in making the identification of high-risk simple and non-frightening. 


3. Role of Traditional Birth Attendants (TBAs) 


An equally important factor in the acceptance and spread of the factors of high risk 
was the role of the TBAs who were active in reporting, and in helping out in such 
a case. They also showed pride in sharing this new information, which they were 
themselves learning at ASK every month. 


Unlike factors such as rest or diet where complications “may” result, the risk 
symptoms are SEEN’. This actual viewing of a woman who is really in trouble 
stirred the older women into action, such as taking the woman to a Clinic 
immediately. 


The dialogue, and involvement of the ANC educator on sharing a knowledge 
that seemed simple and which enabled them to gain confidence in assessment 
of their conditions and to check it, brought forth from the women, a deluge of 
memories of past incidents. It also brought home to them certain hazards in their 
conditions and the means of combat. This ‘new’ knowledge was presented to them 
in a non-technical manner, thus increasing acceptability. 


L. REFLECTIONS OF THE ANC EDUCATOR REGARDING THE IMPACT 
OF HER WORK 


1. Focus on women as persons 


The introspection of the educator led her to the conclusion that every minor point 
of ANC care will be listened to and executed only if the woman feels she is 
important in herself. That her health is important in itself and not just to bear good 
children and the educator felt the immense need to convey this sense of worth to 


her women friends. 


2. Role of Education 
Education of women was identified to be a powerful tool to combat the situation of 
an individual woman and to increase her confidence despite being in the traps of 
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poverty and cultural constraints. Even for women who are born into peasant 
families and are likely to remain agricultural labourers, whether daily wage or 
working on their own farm or building bridges and roads under the Employment 
Guarantee Scheme (as this was the economic status of most women who were the 
participants in this project), education is a must, in fact more so for those who 
cannot afford it. Its tremendous potential for moulding the access of women to 
health care or to other facilities was clearly evident. The situation of education (or 
lack of it) of rural children and the girl child in particular is too well documented 
and hence is not repeated here. But our observation of the changed quaility 
of listening (andin the expression of needs, demands and openness to self-care) 
of the rural educated has led us to the conclusion that mass media, and good 
services at the PHC need to be backed up with women’s formal education, to raise 
ANC standards. Education of women is _ aa first step to this completion, for the 
restoration of their dignity and self-worth, which in the long run, is the key factor 
in the change of status of women. 


3. Support networks and Mahila Mandals 


Now the observation in the field amply proves that education is not the last step. 
It is definitely a first step. To change knowledge into practice, to create the 
confidence for action such as the taking of TT, to exercise the right to information 
whenever a woman is asked to undergo hysterectomy and dismissed cursorily, she 
requires the support of traditional networks for this positive action, as well as that 
of new groups (Mahila Mandals) of women. Based on an awareness of values 
such as equality, self worth and social responsibility, women emerge as strong 
contenders for community health action. 


Effectively questioning the PHC medical officer when he misbehaved with a poor 
and widowed CHG or that of the Vanpuri women in complaining to the MO about 
the absence of the ANM in medical camps, shows that the newly formed 
progressive women’s groups were capable of being effective watchdogs to the 
functioning of the PHC. Since public health services truly belong to the people, such 
organised pressure is the only way of ensuring decent services to the people. The 
role of the women’s groups was also remarkable for providing the space and 
creating a sharing base regarding the menace of alcoholism, wife desertion, 
amniocentesis, dowry deaths and other related issues. 


4. The ANC educator as a catalyst | 


The role of the ANC educator was clearly supportive of any positive health action 
on the part of the people. Her progression from an educated labourer, housewife, 
tailor to a confident community leader is an ample testimony that such a catalysis 
IS possible and has in it the Capacity to rejuvenate the government programmes 
up to a certain extent. The training which the ANC educator received, being 
downright practical and simple, was a factor which also enhanced her confidence. 
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In return, the educator gained from the community through the two years of 
intervention, making the ANC education a two way process. 


S. Formal support structures of the ANC educator 


She had the support of many others from the community, schoolgirls in some 
instances, the ASK group, the TBAs, the CHGs, the other health educators of ASK 
and to a certain extent the PHC staff who were concretely responsible for shaping 
the actions and ideas that she disseminated through her daily sessions with 
women. This support base was an excellent example of many hands helping to 
fulfill a common goal. The enhanced status of the TBAs and their confidence in 
understanding and communicating factors behind high-risks in pregnancy were 
equally important in spreading the message of ANC and in providing support to a 
woman educator who _ showed initiative in imparting meaningful information. 


6. The presence of ASK 


In the task of revitalising the traditional networks and in channelising women’s 
aspirations and actions for health care, the ANC educator, the staff of the PHC and 
the village women have time and again acknowledged the Support and presence 
of a mature and committed voluntary health organisation who were accessible 
to the above mentioned three groups without any doldrums of hierarchy and who 
were always willing to help in training, decision making and action, in an unstinted 
and non-threatening manner. This aspect came out strongly through interviews, 
informal chats and the observation of the evaluator during the one-year period 
of documenting the process of change in the Malshiras PHC. area. 
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CHAPTER 10 


FIELD TESTING OF MATERIAL AND MEDIA FOR 
HEALTH EDUCATION 


Health education is an integral component of most community health efforts, which 
government as well as non-government projects apply in their work. Most often 
health education is used only to increase utilisation of services, or worse, to 
complete pre-set targets. This bias does not allow for very creative and sustained 
efforts into the otherwise high-potential activity of imparting relevant information 
to people. This is not to say that there have been no efforts in this direction. 
There are many non-government institutions which are engaged in production 
of good, sensitive communication media. Various state level and central 
government agencies are also putting in millions of rupees in large scale production 
of posters, booklets, flip-charts, slides and of course TV films. 


Various forms of communication media can undoubtedly play a powerful role in 
influencing people's thinking and behaviour. There has been a lot of research, 
though largely by the marketing departments of the corporate sector, to find out 
as how to strike the right cord with the peoples’ psyche and make the 
communication effective in bringing about acceptance of the intended message. 
These researches later gave rise to the concept of social marketing frequently 
used in the context of family planning devices and practices. What is right for the 
people is decided without knowing the people, who are then made the target of 
social marketing. 


Another concept with respect to media is that of ‘communication packages’ 
which have just to be delivered to the people. Most of the packages designed by 
the media experts pack it with alot of technical information leaving little scope for 
creative adaptations to be made to suitlocal cultural context, by the field 
level animator/communicator. 


Having situated ourselves in the field, we decided to utilise this opportunity 
to test out various forms of communication media with the people, for cultural 
compatibility, ease of understanding and acceptability. The field testing was carried 
out in Malshiras PHC area. Details of the material tested and related comments from 
people are presented at the end of this chapter. 


1. SYMBOLS 


While testing various materials we realised that many symbols like (X) for don'ts, 
(_/) for do’s, question mark (?) and (”....”) for quotation etc. are used. We tested 
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these symbols with different sets of people and found that even the people who 
have done schooling upto fifth standard found it difficult to understand their 
meanings, though these symbols are formally introduced in the school in the fifth 
Standard. Especially when the exposure of the village people to the print media and 
posters of any kind is so limited, the written word should not be substituted by 
symbols which people find hard to comprehend. 


ll. POSTERS 


A poster is meant to convey message/s without the presence of an animator. 
Posters are very useful and offer an effective medium of communication when 
the viewers are literate and much more if they can enjoy the subtleties of the 
messages conveyed through cultural nuances depicted in the poster, depending 
upon the skill of the communicator who designs the poster. 


In rural areas, where the majority of the people are still illiterate, posters suffer 
the limitation with respect to the written matter on the poster. 


1. Findings 


i) Most people view posters as mere pictures and that posters are supposed to 
convey messages is not always known. They often use the word ‘calendar’ for 
posters, which itself explains their perception. They usually get busy with the details 
of the picture like clothes worn by characters onthe poster, the expressions on 
the faces shown in the picture and other objects like vessels, houses etc. 


ii) Even literate persons in the village who can read the written message often 
find it difficult to see any connection between the pictures and the written words. 
Text and pictures are not always combined for comprehensive understanding. 
In case of posters showing multiple pictures the people were found to often get 
confused whether pictures should be read horizontally or vertically. 


iii) The response that viewing of a poster evokes is generally centered around 
the pictures; whether they are real and compatible with their life situation or they 
relate to the world they have not seen. The cultural context depicted in the 
picture plays an important role in acceptability of the message. If the setting is 
urban or culturally very different from that of the local people, the people find it 
difficult to relate to it and hence the response received is that ‘this poster is not 


for people like us’. 


lf the father carrying his child to the health centre for immunisation looks old, the 
viewers responded that ‘the old people are not going to change, they will never look 
after children. Also children are born very early to couples, so it is difficult to 
perceive an old-looking person as the parent of the infant. 
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iv) The message derived by the people from the pictures arises from their own 
cultural normative milieu, which is often widely different from what was intended 
by the communicator. For example, the picture of a father carrying a child to get 
immunised (to depict that a child’s health care is father’s responsibility as well), 
invariably attracted a comment “Oh! poor fellow, the child’s mother must be dead”. 
This interpretation is strengthened, because the father carrying the child looks 
very sad. 


2. Requirements of a good poster 


i) ~A poster should not be too congested. Too many things shown in the same 
poster distract the viewers to unnecessary details of the pictures and the message 
gets lost in the discussion-about the objects or persons shown in the poster. 


li) | The message should not be victim blaming. If the mother is blamed for not 
getting her child immunised and thus responsible for the child’s illness or death, 
it is highly damaging. It is well-known that in villages a woman is hardly in a position 
to take any decisions about anyone in the family, including herself. Besides there 
are other social and economic factors responsible for the health problems that 
exist in rural areas. To blame the victim of such circumstances does not serve any 
purpose exceptconfirming and reinforcing. the low self-image of the victims. 


lil) | People appreciate photographs the best and the next are line drawings. 
Paintings with free strokes of the brush are not understood. ‘Is the person shown 
in the picture suffering from skin disease?' was the comment that one such poster 
evoked. Similarly, Super-imposition of pictures should be avoided. People perceive 
dismembered organs (just eyes, or arms) as unreal, meaningless and evil. 


iv) | Posters should be explicit rather than subtle and they should use minimum of 
symbols which are not understood by our illiterate population. No rhetorics should 
be used. Wording should be simple and direct. Long words in Sanskritised 
form or long winding rhymes should be avoided. 


v) Messages should be written prominently and in bold letters. Writings at the 
bottom of the posters are generally ignored by the people. 7 


vi) | The cultural context of the poster, age and dress of the characters shown on 
the poster should be compatible with the audience towards whom the message is 
directed. The people do pay a lot of attention to things like whether the person is 
looking old or young, rich or poor, rural or urban, sick or healthy. Whether the 
milk is kept in a vessel or in a bottle may also evoke lot of discussion since in rural 
areas milk is not distributed in bottles. 


vil) While conveying one message the poster should not strengthen some other 
undesirable practice or perception. When immunisation posters show bigger than 
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life size injection syringes it strengthens the craze for injections among the people. 
If milk is Compared with tonic, it enhances high image of the tonic bottle. 


lll. FOLDERS, FLIP CHARTS, FLASH CARDS 


The above media are essentially communication aids to an animator. These are 
generally not distributed or displayed without an animator to explain the subject 
matter. These media have an advantage over posters in that these always consist 
of a set of pictures and therefore offer more possibilities in conveying the: 
message. In rural areas where people do not get to see or read any material, such 
visuals used by the animator during the meeting are seen with lot of interest by the 
people. 


Findings 


i) The folders/flip charts/flash cards (fffs) which have astory line, provide a link that 
runs through the set of pictures and therefore engages the attention of audience 
much more than those which are mere compilation of technical information. In case 
the story line is too short to develop the interest of the viewers, it fails to create 
much impression with them. 


ii) Sometimes even the pages offering only technical information held the 
attention of the audience if the visuals that were used related to real life 
situations e.g. children suffering from communicable diseases. 


iii) Close-ups of body parts affected by the disease or pictures showing only some 
parts of the body confuse the people. In their perception, people do not 
appreciate dismembered parts of the body. 


IV. SLIDE SHOWS 


Slide shows are widely used in health education. The ability to project real life 
pictures alongwith pre-recorded commentary or a running commentary by an 
animator engages the attention of the viewers for a longer duration than a simple 
discussion meeting. The attraction of alarge screen also draws larger crowds and 
even women who would not come to a discussion meeting of a male educator would 
be allowed to attend the slide show. 


Arranging aslide show in a village situation is atask in itself. Lot of prior preparation 
from deciding a large enough and suitably located (accessible to women and 
dalits) place, proximity of an electric connection to availability of long enough wire, 
spare projector bulbs and above all, assurance of uninterrupted electricity supply! 
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We did use slide shows in our health education sessions wherever possible. 

- These were also used for training of our health educators, TBAs and the CHGs. 
Slides shows have greater appeal with the people and this medium used as an aid 

makes the task of an animator much easier. We had to take care however, that 

our health educators do not become dependent on this aid either as a status 

symbol or as an escape from personalised, demystified presentation of the issue. 

Slide shows have certain limitations that : 


a. inputs become too focused around the issue and its coverage provided by 
the set of slides available, and 


b. it leaves little scope for free discussion and open ended interaction between 
the educator and the people. Most people leave as soon asthe show is over, 
since the highlight is the slide show itself. 7 


1. Testing of slide shows 


Evaluation of a slide show would involve looking into. 


i) People’s perception of pictures and the message. 

li) Discussion by the audience on issues raised in the show. 
) 
) 


IV 


Retention of information. 
Influence on perceptions or practice. 


While carrying out evaluations of regular slide shows conducted by our 
educators, we realised that it was not possible to record the spontaneous reactions 
of the people watching the slide show because : 


i) People sometimes feel inhibited to comment in front of the animator or a 
researcher who is not perceived as a part of the group, if she/he is unable to 
establish rapport with the “new set of faces” attending the show. 


il) People sitting far off from the observer/researcher do keep commenting but 
it is not possible to record these simply because they cannot be heard clearly 
enough. 


ii) | When all the people are facing the screen, it is difficult to see their faces 
for spontaneous reactions, more so in the dark. 


iv) Unless effort is made to motivate people to stay on, most leave as soon as 
the slide show is over and before the lights come on. 


We tried interviewing the people immediately after the slide show. Since the slide 
shows in the village are generally held at night (around 9-9.30 P.M.), people do not 
have the patience to wait after the slide show for a discussion or for answering 
the questions. Women specially cannot Stay back at such late hours. The slide show 
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takes the better part of an hour and it is not possible to expect people to stay longer 
for discussions. 


As an alternative we went to the people on the next day and tried interviewing them 
about the slide show. This method did not get us too far because the comments 
coming forth were non-specific and often vague in spite of describing the slides and 
the visuals that had been shown the previous evening. 


Finally, we tumed to a small hand operated slide viewer. This simple tool really 
helped us a lot in our evaluation sessions. 


In our health education programme we never used a set (package) of slides on 
a topic as supplied by one agency. We generally mixed slides from two or three sets 
on the same topic prepared by different agencies and our educators created 
their own package suited to the local needs and requirements of the programme. 
Therefore we tested only the mixed package as used by our educators. 


The mixed slide shows, as explained above, on the topics of Immunisation (VHAI), 
T.B. (Gandhigram), and on Diarrhoea (Gandhigram and Xavier Institute of 
Communication, Bombay) were evaluated. 


2. Findings 


i) Among the audience, we observed that the older women were keen listeners 
and also asked questions, whereas the newly married women came up with their 
queries only in personal discussion with them and not during the slide show, for 
obvious social and cultural inhibitions. Older men and young school going children 
were also very keen viewers whereas the educated youths and young fathers 
preferred to be onlookers on the periphery of the crowd, pretending that they were 
not interested, or that the topic did not concern them. 


ii) After seeing the show on diarrhoea, the next day, when the women were 
asked about practices related to unclean drinking water the answers given by 
women showed a fair understanding of the information provided by the slide show. 
The discussion that followed showed critical evaluation of the messages presented 
by the show vis-a-vis their day-to-day experiences. One woman commented “it is 
alright to tell us about hygiene. but how can we keep a separate bucket and rope 
just for drawing drinking water?” 


In the same slide show the children are shown playing with colourful plastic toys 
spread on a white piece of cloth. On this one woman commented, "this message is 
not for us, they have shown kids who live in cities”. Clearly this picture was not 
compatible with rural situation and did not communicate any positive suggestion 
to rural women. 


iii) | The slide show on diarrhoea had five slides explaining the relationship of 
water contamination with occurrence of diarrhoea. Still most women did not 
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perceive that water that looks clear can cause diarrhoea. They believe that 
diarrhoea is caused by eating stale food or by consumption of excessively oily 
and spicy food or by excessive hard labour involving stomach muscles. 


iv) |The concepts of preventive measures in traditional Indian systems of health 
care and in allopathic systems are quite different. Naturally the people could not 
relate the preventive methods suggested by the slide shows. 


v) The message of ORT in diarrhoea management has _ been repeatedly 
reinforced through TV, radio, and by widespread poster campaigns by the PHC 
staff. We found that this message has been readily accepted by the people and, 
to some extent, it has found its way in the home remedies. 


vi) A picture depicting severe dehydration by pinching of child’s skin on the 
stomach could not be understood by any of the respondents except for a singular 
exception of a city educated person. , 


An arrow pointing towards that skin was interpreted as either an insect entering 
the stomach or a needle being pierced through. 


vii) The scientific message about T.B. through the slide show failed to make 
much headway through innumerable beliefs and prevalent practices about this 
disease. Most women knew that T.B. is infectious and that if one person in the family 
gets it the other members of the family are also likely to get it. Many of them believed 
that it may be hereditary also. 


viii) In most slide shows village children are generally shown dirty and naked 
since that is the typical image of village children fixed in the perception of urban 
media experts. We found that this picturisation was not appreciated by the 
people (of all age groups). And in truth, in most villages, one does not come across 
children generally roaming around naked on the streets. 


_3. Requirements of a good slide show programme 


i) Reliable transport facility to ensure safety of the equipment and to keep to the 
time schedule. Motorcycle on the village roads, specially at night is not a good 
- enough vehicle to carry the slide projector and the screen. Spare bulbs for the 
projector, a torch and long electrical wires, plugs etc. are a must. 


li) The timings of the slide shows should be according to the convenience of the 
people. Generally, late evenings, after the people are back from the fields and 
finished with their dinner, is the right time for a slide show. The timing should never 
clash with the cooking hours, specially if we want women to attend the meeting. 
The days of heavy agricultural work, the sowing time as well as the reaping time, 
are not suitable for health education sessions. The people get so tired after the 
day’s heavy work that they would not like to keep up late for the slide shows. 
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During seasons of festivity and of Marriage, one should not show morbid slides. 


ii) The people should be properly informed about the programme through 
multiple contacts i.e. by health workers, balwadi teachers, Tarun Mandals and 
Mahila Mandals. If the message gets reconfirmed through different channels, the 
response of people is always better. If loud-speaker system plays songs before the 
programmes, it attracts larger number of peop!e, and those who do not get the 
message through other channels also get to know of the programme. Sometimes 
caste/class biases or family fends may prevent information from reaching some 
households and we have to correct that situation. 


iv) The slide show commentary should be interspersed with questions, 
discussion and ‘do it yourself and see’ demonstrations related to the slide being 
shown, wherever possible. All discussions should not be left to the end of the 
programmes. 


v) Pre-recorded commentaries should be avoided. Local animators can add 
on local experiences, local cultural practices and local idioms in the discussion to 
make it more relevant, lively and appealing. One can also adjust the pace to the 
local requirement rather than rushing it at the pace of the recorded commentary. 


Herewith are attached a sample of the posters tested and people's actual 
responses to them. (pages 140-142). 
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COMMENTS 


* The father or the grandfather is carrying the child. 

* Oh, poor child! His mother must be dead. 

* The man is looking very gloomy and sad. 

ei The man’s turban is strange. We don’t see such a style in our area. 
* Some words in the poster are very difficult to understand. 
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COMMENTS : 


* - These are toys or puppets. 

i Why is the nurse (toy) standing on the doctor’s head? 
And why is that doctor standing on another doctor's head? 

2 The leader in the black shirt is holding the chair on his head. Or may be he 
is a magician? 

* Why is the nurse holding the boy in the air? 


* There is no story in this poster. Nor is there any message. It is a collection 
of toys - a farmer, a teacher, a magician, two doctors, two children and a nurse. 
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COMMENTS : 


* The poster says that every child should get injections. 
* Injections are very good for health. 


* The boy is carrying a flag over his head with something written on it. Is he 
campaigning about something? 


* The body structure of the boy is funny. How cana child be without a neck and 
without hair? 


. How can a syringe be larger than the kids? 
Two twin dolls are dancing with an injection. 
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CHAPTER 11 


THE LIMITS AND STRENGTHS OF HEALTH 
EDUCATION 


Even as we were conducting health education activities in the two areas of 
intervention, we were aware that health education, on its own merit, cannot 
change the reality of people’s lives. In a limited way, health education has been 
used, by government and non-government agencies to increase the coverage of 
their programmes, and to increase “people's participation”. If the education is 
given in an understandable and sensitive fashion, without insulting local beliefs, 
its impact on utilisation of services is almost dramatic. 


Health education, one may say, can create an impact if one is ‘filling the gaps’ in 
the information available to people. That is to say, when a particular service is 
available, but people are unaware of its benefits, then one may impart the relevant 
information and expect to find a change. What happens then, if people have 
no access to the ‘services’ mentioned above? Is health education then irrelevant, 
or should the information about the very absence of services be given to people? 
Is health education a means to increase utilisation of existing services or is it 
something more than that? The dilemma is undoubtedly that of an ethical and 
political nature. 


Over and over again, our educators faced dead ends, when they noticed the ‘futility’ 
of their efforts. When pregnant women were advised to eat greens, they said that 
there was not enough clean drinking water, leave alone fresh leafy vegetables 
(we worked in an area of severe drought). When a TB patient was convinced of 
compliance in treatment and came to the PHC, drugs and/or doctors were not 
always available. Private doctors continued to pump saline intra-venously, in spite 
of our patient being ‘educated’ in the rational therapy for diarrhoea, and young 
mothers who finally brought their babies for immunisation, were perpetually ragged 
for sterilisation by the ANMs. Was our intervention really meaningful? 


All our workers (including we ourselves) were pleasantly surprised to see that our 
KAP surveys had actually shown an impact in the project area. People’s responses 
to diarrhoea, to TB, to ante-natal care and to immunisation had markedly changed 
in the area of active intervention, as compared to those in the control area. 
Government workers in both the areas of intervention were opening up with their 
difficulties and were making some effort, at least, to get ahead. Even in dire 
situations, it was apparent that people had appreciated the effort that the educators 
had put in. Perhaps it was because the educators were part of their own 
community, afact that facilitated better interaction, and that the education was 
demand based and was told in a demystified fashion, taking into account local 
beliefs and practices. 
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It was clear then, that health education without providing services was also having 
an impact on people’s minds. Perhaps, it was this very fact that created the 
impact. People were told about their rights at the health centre, and how to question 
health workers who were negligent. The myth that public services are free was 
disputed; people as payers of indirect taxes had infact paid in advance to the state 
so as to receive optimum services, in health and in other sectors. People were told 
of their right to see case papers, and to ask the private doctor details of treatment 
and diagnosis. 


When people, especially women tried to act upon the advice of our educators, they 
were often unsuccessful, and sometimes they even got into trouble for their efforts. 
The case of the PHC doctor who was allegedly molesting women is a case in point. 
He threatened to ‘dismiss’ the CHG(!), and also threatened to disclose the names 
of women who had approached him for abortions. Yet all those who put up the fights 
felt more empowered through the experiences. Somehow there was _ a difference 
this time, you realised that you were not wrong, but that you had been wronged. 
It was the case of health education with a little difference. 


Perhaps women would also learn to apply the same formula and realise that not 
eating greens is different from not having any greens to eat, or that an interrupted 
supply of drugs in TB meant that the health services were issuing a death 
warrant to the patient. Similarly, the fact that a doctor is no God, and that she or he 
has to be occasionally questioned. 


Tracing a full circle, we come to the argument that if health education is necessary 
to increase people's utilisation of available services, it is doubly necessary when 
services are not available. Withdrawing one because the other is absent would 
amount to doubling the irregularities against the people. 


During our intervention for two years, we tried also to ‘fill the gaps’ in the collective 
consciousness of people about their lack of access to health services, hoping that « 
the questioning would extend to the causes of drought or of wife-beating. Because 
after all, health is a state of physical, emotional and ecological harmony; a. 
condition that is not possible to achieve unless equality, freedom and _ social 
justice exist for all people. 
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SECTION FOUR 


Annexures 
Annexure 1. Questionnaire : KAP Survey. 
Annexure 2. Questionnaire’: Utilisation of 


Health Services 


Annexure 3. List of Villages in Project Area 
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ANNEXURE 1. 


(Translated from the Marathi) 


AROGYA SHIKSHAN KENDRA (Malshiras) 


Knowledge, Attitude and Practice Survey 


(All villages within the area of Malshiras, Supe, and Parinche PHCs are 
included in the survey) 


rue. atea. 
Name of the interviewer : 


Form Number : 

Village : 

‘Wadi’: 

Name of the respondent : 
Age : 

Sex : 

Completed education : 


Occupation : 


Knowledge/information about health services : 


About health workers : 


ead 


What is the name of your community health guide? 

What is the name of your ANM? 

Where does she (ANM) stay? 

After how many days/months does she visit your village? 

What is the name of your MPW? 

Where does he stay? 

How frequently does he visit your home for health related work? 

Who performs the following activities? 

(Please note down the names of more than one worker, if mentioned, by 
the respondent) 


NOOR WN — 
eee Oe eee ee ee = 


ie) 
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Oe a 


Sr. Design. Design. Design. Design. 
No. Health related work of the . of the of the of the 
worker worker worker worker 


EE ae se an ee eer an ee ee a eet eee ee 


a. Giving medicines for common 
ailments : 

b Treating major illnesses : 

Cc Pregnancy check-up : 

d. Delivering babies : 

e. Immunisation : 

f Family planning work : 

g Purification of wells : 

h Spraying anti-mosquito 
pesticides : 

i. Enquiring about fever, 
malaria etc. : 

es Purification of water supplied 
at Employment Guarantee 
Scheme sites : 

k. Immunising pregnant women : 

F Implementing school 
health programmes : 

m. Handling sub-centre 

dispensaries : 

Investigation at Primary 

Health Centre : 

Immunising children : 

Helping other health workers : 

Imparting health education : 

Giving medicines for 

tuberculosis/leprosy : 

S. Treating burns, lacerations : 

t. . Treating snake, scorpion, 
dog-bites : 

u. Others (specify the activity) : 


= 


~ 29 2 


Codes 0. Nobody 5. Government Doctor 
1. Midwife/Dai/TBA 6. Private Doctor 
2. Community Health Guide 7. Gramsevak 
3. ANM 8. Others (specify) 
4. MPW 
148 
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2. About Health Services : 


1. | What type of health service provides better facilities among those specified 
below? 


eee 


Public services Private services Facility 


not 
Sr. Essential facilities (Doctors, nurses, (Doctors, nurses; available 


No. CHGs, MPWS etc.) hospitals, etc.) at both 
places 
(Govt. or 
private) 
—_—_—_aaaeavwee  oCo°>—T—_—y—_————— 
a. Provision of medicines, 


examination at 
economical rates. 


b. Thorough examination by 
doctors. 


c. Medicines are available. 

d. Doctors are available. 

e. Can go at convenient 
time. 

f. Treatment of minor 
illnesses. 

g. Treatment of major 
illnesses. 

h. Can-feel the difference 
immediately. 

i. Complete cure. 

j. Modern equipment (X-ray, 
surgery etc.) available. 

k. Convenient distance 
(is located close by or 
can reach by bus). 

|. Confidentiality of 
information regarding 
patients. 

m. Courteous behaviour of 
staff. 
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2) Will you be able to state the advantages of government health services? 
3) Will you be able to state the shortcomings of government health services? 
4) Will you be able to state the advantages of going to private doctors? 


5) Will you be able to state the disadvantages of going to private doctors? 


3. Care to be taken during pregnancy : 


4. What diseases can be contacted by newly-born infants? 

2. Will you be able to state the symptoms of tetanus? (Note down the symptoms.) 
3, Who is liable to contract tetanus? 

4. How does one get tetanus? How does it spread? 

5. Can tetanus be prevented? 

6. If yes, then how? 


7. Have you heard of T.T. (anti-tetanus) injections? What do you know about 
them? 


8. To whom and under what circumstances is the anti-tetanus injection given? 
9. How many times is it essential to take this injection to prevent tetanus? 
10. Is it advisable for pregnant women to take this injection? 

11. Why? 

12. During pregnancy, who benefits from T.T. injections? Mother or child? 

13. In which month of pregnancy should the T.T. injection be given? 

14. Can the anti-tetanus injections have any adverse effects? 

15. If yes, what are they? 


16. Where are women required to go for getting anti-tetanus injections? 


Codes: 1) given at home 2) atthe camp in the village 
3) in the sub-centre 4) in the Primary Health Centre (PHC) 
5) in private dispensaries 6) others (specify) 
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4. Caring of newly-born babies : 
A) Regarding infant feeding : 
1. Which is the best milk for newly-born babies? 
2. What are the merits of this milk? 
3. After the baby’s birth, when is mother’s milk given? 
4. Why? 
5. Are there any advantages in feeding milk immediately after birth? 
6. If yes, what are they? 
7. If the mother is unable to feed the baby, what other milk is given to it? 
8. How is this milk given to the baby? What is the device used? 
9. For how many months can the baby be nourished only on mother’s (or other) 
milk, without any other diet? 
10. When is breast-feeding discontinued? 
11. Why? 
12. What measures are used for weaning the baby? 
B. Regarding nutritious diet: 
1. When is the baby given some diet (solid or liquid) apart from mother’s milk? 
a Why is that diet given, then? 
3. What liquid substances are given to the baby before its first birthday? 
4. What diet is the baby given before its first birthday? 
5. Should the mother continue breast-feeding even after other feeding has been 
started? eo TY = HE : : 
6. Why? | ae Die : 
i x DOCUMENTATION ) ‘ss 
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C. Immunisation : 


1. Can you describe the following diseases? 
Snes a ena rea eae roe 8 II 8 Bee BOs Ee 


Name of Symptoms Trans- who which part Treat- How is 

the mission contracts of the body ment prevention 

disease it? is affected? possible? 
Which 


immunisation 


Tuberculosis . 
Polio 
Tetanus 
Whooping- 
cough 
Diphtheria 
Measles 


+ + + 


* 


+ 


2. What do you know about the following vaccines? 


Vaccine To Whom is Against Form (Injection How many Admini- 
the immuni- what or oral dose) doses are stered 
sation disease? necessary? at what 
given age? 

1 2 3 4 3 6 
B.C.G 
* Anti-polio 
vaccine 
* Triple 
vaccine 
* Anti-measles 
vaccine 
(contd.) Expenses Where is it Is booster When ? 
involved administered? dose 
(e.g. camp, sub- necessary? 


centre, dispensary) 
LE see ce NEE Sona Mr Bete ANA Mts Ger 
rf 8 9 10 
Sa CRE SO, NOE ECE ME hw) A NME  em  e 
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5. Diarrhoea : 


—_ 


) What causes loose motions? 

) What is the difference between diarrhoea and dysentery? 
3) Can diarrhoea cause death? | 

) 


How? 


£ 


5) What are the adverse effects of diarrhoea on the body? 
6) Can you describe the symptoms of dehydration? 

7) Can the above circumstances be avoided? 

8) By using what remedial measures? 


9) What is the best remedy for diarrhoea? 


Codes: 


a) Capsules, tablets  b) Injections c) Saline (intra-venous) d) Tonics 
e) Oral Rehydration Therapy (ORT) 


10) Why do you think is it the best remedy? (Referring to answer in 9’) 
11) When is a intra-venous saline necessary? 

12) What are its advantages? 

13) What are its disadvantages? 

14) Have you heard of Oral Rehydration Therapy? 

15) How did you know about it ? Who told you? 

16) Have you ever used ORT for diarrhoea? 


17) How did you get it? (Did you get a packet or did you prepare the mixture at 
home?) 


18) Did it help you? What is your experience? | 
9) Can you describe how sugar-salt- water solution (ORT) can be prepared? 
20) How is it ORS to be used? 
) Can you describe home remedies used against diarrhoea? 
) Is diarrhoea contagious? 
23) How does it get transmitted? 
) 


Can the spread of diarrhoea be prevented? 
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6. Purification/Disinfection of Water : 


1) 1s it essential to disinfect water? 
2) Howcan water be disinfected? 


3) What diseases get transmitted through infected water? 


7. Respiratory illnesses. 


1) Do you know about chest disorders? Can you name some? 
2) Can you describe the symptoms of some chest disorders? 


a) Name of the disorder : 
Symptoms : 


b) Name of the disorder : 
~ Symptoms : 


c) Name of the disorder : 
Symptoms : 


d) Name of the disorder : 
Symptoms : 


3) How do you treat cough of the following types? (Note down the treatment) 


a) Ordinary cough : 


oO 


) Cough that lasts for more than fifteen days : 


O 


Cough with blood : 


QO 


) 
) Cough accompanied by fever : 
e) 


Cough accompanied by breathlessness : 


8. Care to be taken in the occurrence of measles : 


) Do all children get measles at least once? 

) Is it better to get measles once and be done with it? 
3) Why? 

) Does anti-measles vaccine help? 

) Should this vaccine be taken? 


6) What are the harmful effects of measles on the body? 
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7) Should children be given full meals after they contact measles? Why? 
8) Do measles affect our eyes? What are its effects? 

9) Do measles affect our throat? What are its effects? 

10) Do measles lead to chest disorders? What are these disorders? 


11) Do measles cause any other illnesses? What are they? 


9. Night-blindness : 

1) What are the symptoms of night-blindness? 

2) Can it lead to complete blindness? 

3) How? 

4) What causes night-blindness? 

5) Is it contagious? 

6) Which persons are susceptible to night-blindness? 
7) Is night-blindness curable? 

8) Which factor helps to cure it? 


9) What do we feed the cattle if they get night-blind? 


— 
= 


Can night-blindness be avoided? 
11) What factors help in avoiding it? 
12) Have you heard of vitamin ‘A’? 
13) Who told you about it? 

14) What is vitamin A used for? 


15) How is it administered? 


(Vaccine, injection, tablets, liquid etc.) 


16) How many doses are required to cure night-blindness? 
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10. Health-education : 


Who gives you the following type of health education? 


a ne 


Particulars 


Designation of the informant 


nn nn EEE 


1. Immunisation of children. 


2. Immunisation during 
pregnancy. 


3: Diagnosis of, and 
treatment of T. B. 


4. Treatment of diarrhoea. 


5. Care to be taken post- 
measles. 


6. Regarding night-blindness. 
7. Regarding respiratory illnesses. 
8. Regarding children’s diet. 


=o Regarding family planning. 


Codes : 


0) Nobody 
) Relatives/neighbours 

2) Midwife/Dai/TBA 
) Community Health Guide (CHG) 
) Nurse/ANM 


Special Note : (if any) 
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Male workers (MPW)/ 
Malaria Doctor 

Govt. Doctor 

Private Doctor 
Gramsevak 

Others (specify) 
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ANNEXURE 2. 
Arogya Shikshan Kendra, Malshiras 


SURVEY ON UTILISATION OF HEALTH SERVICES 


(A 100 % household survey of four villages 
each in the three PHC areas.) 


PHC area : 


Name of the interviewer : 


Date : 
Form Number - 
Village - 
Name of the ‘Wad? - 
Caste - 
Status of Respondent - | 
Particulars Male respondent Woman respondent 


Name 
Age 
Completed Education 


Relation with the head 
of the household 


Relation with each 
other 


a 
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1. Utilisation of curative services : 


Note - 1. Consider all disorders of every member in the household during the 
fast month. 
2. Please note all the illnesses episodes for each person. 


3. Also note the disorders which are considered incurable, or are not 
being presently treated. 
4 A household is defined as a kitchen unit. 


a ee ee a elt el ee 


Sr. Name Sex Age Description of Duration of 
No. (Yrs.) of the illness(es) illness 


1 2 3 4 = 6 


i oe ee ee eS 


PE ee el ee eS TT a oR ee Fe er ECON re ww cNw nee 


Utilisation of health services 


aL 


re 


Ist 2nd 3rd 4th 
treatment treatment treatment treatment 
Trt. Reason Trt. Reason Trt. Reason Trt. Reason 
sought sought sought sought 
Fé 8 9 10 11 12 13 14 
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Codes : 


Column3 : Sex 


1. 
2. 


Male 
Female 


Column 6: Duration of illness 


ee ea eee ten eee 


One day 

2 to 4 days 

One week 

One month 

One to three months 
Three to six months — 
Six months to one year 
One to two years 

More than two years 


Column : 7, 9, 11, 13. 


Treatment sought. 


Rea eae lt a cole neon 


No treatment 

Devrishi, exorcist 

Home remedies, herbal remedies 
Community Health Guide 

Sub-centre of PHC 

Primary Health Centre (in own area) 

Other primary health centres/govt. hospitals 
Private doctor/hospital 


Column: 8, 10, 12, 14. 


Reason for seeking particular treatment. 
(Please note down exactly what is described). 
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2. Utilisation of ‘preventive health services : 


a) Services during pregnancy : 


Note : Consider all women currently in the third trimester‘of.pregnancy. (This 
includes all women who have completed six months of pregnancy) 


See eee a ee ETT ae 


Sr. Name Age Parity Month of Expected Anti-tetanus 
No. pregnancy date of injection 
delivery 


Codes : Column 7 : Anti-tetanus injections 


O 


None 


-_— 


) 
) Took one dose 

) Took both the doses 

) Took the booster dose 


NM 


3 
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b) Utilisation of health services during child birth. 


Note : 1. Consider all the deliveries in the household since 1st January, 1988. 
2. Please note down the particulars of married daughters who have 
come to the parental home for delivery as well as of daughters-in- 

law who have gone to their parental home for delivery. 


Sr. Name Age Parity Date and Where did Who deli- Outcome of 

No. | month of the delivery vered the delivery 
delivery take place? baby? 

1 2 3 4 s. 6 ve 8 

(contd.) Married daughter Daughter-in-law 


village, When did When did Was the Village, When When 


Taluka, she come? she go delivery Taluka, did did 

Town back? in her Town she she 

of parental go? come 

resi. home? back? 

PEE eR aed rc rs Ma es ener orem eee TET TSS) 
9 10 11 te 13 14 — 15 
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Codes :- 


Column 6 : Place of delivery 

At home 

In the fields 

In journey 

In the sub-centre 

In the PHC of one’s in own area 
Govt. hospital/other 

primary health centres 

7. Private doctor/hospital 


Been ak oe 


Column 8 : Outcome of delivery 
0. Stillborn baby 

1. Alive baby boy 

2. Alive baby girl 

3. Twins (one stillborn) 

4. Twins (both alive) 


When did married 
daughter go back to in- 
law’s house? 


Column 11: 


0. Has not yet gone but 
will go soon. 


1. Immediately after delivery. 

2. Within fifteen days after. 
delivery. 

3. Within 15 to 30 days after. 
delivery. 

4. Within 1 to 3 months after 
delivery. 

S. Within 3 to 6 months after 
delivery. 

6. Within 6 to 9 months after 
delivery. 


7. Is still with parents 9° 
months after delivery. 
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Column 7: 


AORWON = 


Column 10: 


nara el eae 


Column 12 : 


0. 
1. 


Who delivered the baby 


Self 

Relatives/neighbours 

Traditional midwife (TBA) 

Trained dai/community health guide 
ANM/Nurse 

Doctor 


When did married 
daughter come home 


Always stays at parental home 

In the first trimester of pregnancy 

In the second trimester of pregnancy 
In the seventh month 

In the eighth month 

In the ninth month or just before date 
of delivery 


Delivery at 
parental home 


No 
Yes 
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Column 14: When did daughter- Column 15: When did daughter- 


in-law go for delivery? in-law come back? 
0. Did not go 0. Has not come back but will. 
1. In the first trimester 1. Immediately after delivery 
2. In the second trimester 2. Within fifteen days after delivery 
3. In the seventh month 3. Within 15 to 30 days after delivery 
4. In the eighth month 4. Within 1 to 3 months after delivery 
S. Inthe ninth month or just 9. Within 3 to 6 months after delivery 
before date of delivery 6. Within 6 to 9 months after delivery 
7. Is still with her parents 9 months 


after delivery. 


3. Immunisation of children 


Note : 1. Consider all children born on or after ist January, 1988. 
2. Please include all children in the household even those staying in 
temporarily i. e. daughter’s children. 


Sr. No. Name Mother's Name child's sex Age/birth date 
Se ea Na es 
1 2 3 4 5 


(contd.) 
Particulars of immunisation 


B,C.G Triple Anti- Anti- Vitamin ‘A’ 
~ polio measles 
vaccine vaccine 
6 7 8 9 10 
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Codes :- 


Column 4 


Column 7 


Column 9 
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‘ Sex of the child 


Male 
Female 


: Triple 


Not even one injection 
given 

First dose given 
Second dose given 
All three doses given 


: Anti-measles 


No 
Yes 


Column 6 : 


O. 
ite 


Column 8 : 


Column 10 


Given B. C. G. 


No 
Yes 


Anti-polio 


Not even one 

dose given 

First dose given 
Second dose given 
All three doses given 


Vitamin ‘A’ 


Not even one dose given 
Number of administered 
doses (1 to 9) 
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Annexure 3 


List of Villages in Project Area 


Area Il. 
Supa PHC Area 
Population (1981) 
1. Supa 11,641 
2. Vadhane 961 
3.  Baburdi 1,960 
4. Karhati 2.397 
5: Kalawaili 640 
6. Naroli 837 
7. Jalgaon 2.456 
8. Karkhel 2966 
9. Deulgaon 1,043 
10. Sonawadi 1,000 
11. Undawadi . 800 
Area _ Il. 
Malshiras PHC Area 
Population (1981) 
1. | Malshiras 2,535 
2.  Pondhe 576 
3.  Tekawadi 1,195 
4.  Naigaon 1,565 
5 Seri 1720 
6. Rise 611 
1 Pise 538 
8. Mavdi 762 
9. --Pimpn 1,138 
10. Rajewadi 1,696 
11. Amble 1,923 
12. Singapur 936 
13. | Waghapur 1,965 
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14. 
15. 
1O: 
ve 
ee 


Area 


Sree Dba amis lo 


o 
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Gurholi 
Pisarve 
Pargaon 
Vanapuri 
Ambodi 


Il. 


Parinche 
Hargude 
Navalewadi 
Veer 
Tondal 
Mahur 
Mandhar 
Dhankawadi 
Kaldari 
Kumbhoshi 
Pangare 
Pimpale 
Ketkavale 
Devadi 
Pokhar 


* Supe (kh) 


Bhivadi 
Panavdi 


1,613 
2,405 
2,408 
1,396 

591 


Parinche PHC Area 
Population (1981) 


2,435 
LAYS 
825 
4,989 
766 
1,875 
1,513 
916 
1,762 
289 
2,438 
1,742 
868 
927 
270 
1,580 
i393 
785 
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AROGYA SHIKSHAN KENDRA 


; The oe Shikshan Kendra 2 (ASK) in YeGES viigae was a field based action oe owe a 

_ research project of the Foundation for Research in Community Health. The study me tee 

area was located in the drought prone Purandar taluka (tehsil) of Pune district in 
Maharashtra State covering 30,000 people spread over 18 villages. These Boos 

| uulages are also covered by the Ena Health Centre in Malshiras. bee 


= ae. health re Peeve ean education project, sponsored by the Indian. Council ae 

of Medical Research (ICMR ) did not have any service component. Over five — 
“a years, the FRCH team, based in Malshiras learned about people's perceptions 
_ regarding health, identified. their health problems and initiated discussion and 
Te debate among ine various sections of the population about health and development. 


-«@ & - 


‘The broad objectives of the Pcie weres | rey. ee 
) * a i: understand the process of learning and the means of 
4 wat communication. in rural setting. : | yore ies , be aA 
Saar gots . To saentity ee educators and 1 catalysts in the local population. 
ee TG initiate a learning process about the varied aspects si health among a 
the people. . | hae 
—* To work in co- operation with the Primary Health Centre and to involve 


the og Oil health oe in we process. 


* To sale primary and secondary data at the field level and to conduct 
3 research pred: 


gpa te evaluate at the end of five years the impact, if any, of the education z 
on the access and utilisation of health Services. | oo 


=? pn: 
4 =f i 
so 
; 


“ABOUT THE BOOK ee 


a8 ‘s \ The famous Alma- Ata Declaration on Primary | Health ‘recognised that. the role of , 
oes education is not restricted to merely bringing about ‘desirable’ changes in people’ Ss behaviour. It is 
oe can accepted that health education has -afwider function of working with the people, so that they can. 

effectively take charge of theirown health concerns and be able to demand decent health services from 


: the state, itrespective of people's capacity to pay. ~~ moe a % 
par Sees This book documents the experiences. of haha oe ved over a fivee sian in e. 
Ae ce, ‘Malshiras village in Pune district. They covered three PHC Areas in Purandar and Baramati. talukas if a 
‘this. district through comprehensive health education inputs. The rich experiences” gained and othe, -.. Sy 
_ perspectives developed through these efforts provide valuable insights -- insights which confirm that 
if “Health for All’ has to become a holistic concept, health education should not. only develop _ P 
_ consciousness about health care activities, but should also aim at creating critical consciousness am , ng ; 


re 


* 


F 
t 
cea 


% 


3 > 
he “the ipacple for 1 iach in all ‘aspects of life. ? i are Fe fe 


See is ABOUT ‘THE FOUNDATION — Fe eee ae 


eae 
Flee 


the Fountiatien for Research in Community Health (FRCH) was Astana) in. 1975¢ It “oe 
- non- -profit voluntary organization which carries nf research and conducts field studies, primarily in rural ie, 
_ areas, to gain a better understanding of the socio- -economic and cultural factors which affect health and 
health care services. Major projects carried out include a 10 year field health project at Mandwa, Health 
Education in Schools and an action research project on Health Education and Development at Se 
case ‘Purandar taluka of Maharashtra. Major research studies are currently in the areas of Health Cost, 
‘ : "Tuberculosis Control, Drug Utilization and Costs anda study 6t ANMs, besides acase study | of Ralegan a 3 
- Shindis FRCH's larger aim is to create a poche health ‘movement by Mornyeyiniy mciense and 
. i + 


3 ik: we a : ae ar ., , ‘ais Aah £ 5 “J ay 
ag et ge ae SOME. OF OUR RECENT PUBLICATIONS aM bi a = he ae 
‘State i Sine: Health Expenditures: A Database’: All India and the States, 1901-1985, 7 “e 


(Ravi Duggal, Sunil Nandraj, Sahana Shetty); _ 
Cost: ; (Postage Free) Institutions : Rs. 500/- ; US$ 100/- ; ‘£50/. Individuals : Rs. 250/- ; uss 50h: . a ae 


a 1, 


al 


cs ‘State of Health Care in Maharashtra : A Comparative Analyais: bh z a os Y. Big, a Si a. : i 


wx . hd 


(Alex George | and Sunil Nandraj); e 
Cost: Rs. 20/- + Rs. 8 (Postage) US$ A/- ; ; £2 + Rs. 20 (By Ai. Mail) or Re: 8/- - Sea 2 Mai). 

me Private Sector and Privatisation in the Health Care Services . i Ry eM 5 4 
(Amar Jesani with Saraswathy Anantharam). face i ik ae 3 et, 
Cost: 2s. 50/- + Rs. 8. 50 (Postage); US$: 10/-; £5/- + Rs. 23/- (By Air Mail). or Rs. 8/- es Sea Mai). 

4. Some Isfues' in Community Participation. in Health Care Services 21 ag ez 4 ee : noe a 


, 


Py (Amar Jesani with Shilpi Ganguli), 4 
i Cost : Rs. 25/- + Rs. 8/- (Postage); US$ 5/- ; £2. 50 + Rs. 20/- (By Air Mail) or Rs. 8/- (Gy Sea Mail). 


_ People's Health in People's Hands - Indian Experiences in Decentralised Health 
_ Model for Health in Panchayati. Raj - (Eds. ‘Dr. N. H. Antia and Kavita Bhatia); 

Cost : Hard Cover : Rs. 200/- + Rs. 10/- (Postage); US$ 35/- ; £ 17.5 + Rs. 160/- ( By Air Mail) or 
Rs. 55/- (By Sea Mail) Soft Cover : Rs. 100/- + Rs. 9.50 (Postage) nati 15/- ; £75 + Rs. 160/- (By Air 
Mail). ot Rs, S5/- nefPyss Sea: wise Pe atlas x | a ong lg 6 


ae ee - re Re ; 


Copies of the above publications may be ordered trom? 


THE PUBLICATIONS UNIT, FOUNDATION FOR RESEARCH IN. COMMUNITY HEALTH: 
3/4 Trimiti - B Apts., 85 5 ae Park, Baner Road, Aundh, Pune: 411 007, Maharashtra, INDIA. 


: te 


- Air Mail and biease, add sos iage erreur accordingly 


YS ees age ~~ 


